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A. EXECUTIVE SUMMARY

In the Cost Extenson category, Africare was awarded a grant of $1,299,999 from
USAID/GH/HIDN’s Child Survival and Hedth Grants Program (CSHGP) to support a 5-year
extenson of its Community Based Integrated Management of Childhood Iliness (CIMCI)
Project in Ntungamo District of South Western Uganda. The project will run from October
1, 2003 through September 30, 2008.

Phase | of the CIMCI project was instrumental in supporting the first steps of Uganda's centra
Minidry of Hedth (MOH) in the devdopment of nationd CIMCI drategies and its subsequent
scae up in the entire country. CIMCI-Plus will provide experience-based inputs to help build a
nationd support network for CIMCI and to document and disseminate lessons learned to further
build nationa capacity for itsimplementation.

Ntungamo's needs are great and growing. High infant and child mortaity of 98 and 176/1,000
live births respectively characterize child hedth in the proposed extenson area. This is attributed
to high prevdence of mdaria, diarhea, manutrition, and to a lesser degree, pneumonia
Immunization rates have recently fdlen dramaticdly with only 38% of children 12-23 months
fully vaccinated and only 18% of pregnant women covered for Tetanus Toxoid. HIV/AIDS
prevaence is edimated to be higher than the naiond figure of 8.3%, and materna mortdity is
estimated a 505/100,000 live births.

CIMCI-Plus will extend Africare's child survivd work from the 8 sub-counties aready served in
the fird phase, to the other 7 sub-counties of Nyakyera, Ruhaama, Bwongyera, lhunga,
Kayonza, Rugarama and Itojo.

CIMCI-Pus will reach 82,091 beneficiaries comprised of 39,180 children under five and 42,911
women of reproductive age. In addition, it will indirectly benefit an estimated 104,476 people.
CIMCI-Pus will focus on five interventions maaria (35%), immunization (25%), HIV/AIDS
(15%), nutrition, micronutrients and breastfeeding (15%) and diarrhea (10%). Pneumonia case
management will be addressed as part of the holistic CIMCI approach.

The goa of CIMCI-Pus is to reduce morbidity and mortdity of children under five and improve
the hedth status of women of reproductive age in the Ntungamo Didtrict, by the end of 2008. To
reach this goal, CIMCI-Flus has 4 generd objectives.

1. To promote knowledge and behaviors related to the prevention of childhood illnesses, at
household and community levels,

2. To improve home management of the sck child by promoting timey and appropriate
care seeking a the household and community levels,

3. To improve accesshility of under-five children and women of reproductive age to
qudity hedth services and products, both at facility and community levels, and

4. To drengthen nationa and districc MOH capacity to replicate and sustan the community
IMCI approach

CIMCI-Pus will build on the achievements and lessons learned from the first phase. New tools
such as Lot Qudity Assurance Survey (LQAS) and Inditutiona Strengths Assessment (1SA)
will be applied and will provide an opportunity to consolidate the CIMCI model, based on the



CORE/BASICS Community H/H IMCI Framework. The framework has three dements and
builds on strong multi-sectord platform.

Under Element 1, linkages will be srengthened through outreach services a fadility-supported
community hedth information sysem; paticipation of hedth fadlity Saff in behavior change
and communication (BCC) activitiess and improvement of facility services provided to the
mother and child.

Under Element 2, community services will be expanded with focus on quality of services
provided by shopkeepers and traditiond birth attendants (TBAS). Commodities including anti-
maariadrugs, bed nets and condoms will be more ble.

Under Element 3, behaviors and appropriate care seeking will be improved through innovative
BCC agpproaches that involve community drama, demondgtration, referrd and home vigting.

Usng matching funds, CIMCI-Plus will continue to expand multi-sectoral platform activities of
water and sanitation, vegetable gardens, aguaculture and anima husbandry.

During CIMCI phase |, Africare studied and quantified the immediate effect of CIMCI on
feclity utilizetion, reveding an increese of 97%. CIMCI-Plus will provide an excelent
opportunity to monitor this effect over time and for projecting facility and other needs. CIMCI-
Pus will look a quditaive factors influencing care-seeking patterns for dangerous practices
such as “Oburo” (milletY)and “Ebiinc™® (tooth extraction), from dient and traditiond hedler
perspectives, for the development of BCC drategies to address these practices. Results from
operdions ressarch efforts will be shared with locd partners during review meetings, with the
centrd MOH and nationd NGOs Africare will adso disseminate this information in CORE
mesetings nationdly and internationdly.

CIMCI-Pus is condgtent with USAID/Uganda drategic objectives and intermediate results. It
has strong support from the Government of Uganda, nationd and locd partners, including
Ntungamo Didrict Hedth Services hedth sub-didrict personnd, facilities and sub-counties.
Throughout the development and preparation of the detalled implementation plan, darting in
October 2003, Africare consulted and involved the aforementioned national and didrict leve
partners.

The Minigtry of Hedth has embraced the Ntungamo CIMCI project as their modd project for
implementing IMCI component 3 and aso made Ntungamo a priority digrict for IMCI
components 1 and 2. To ensure sustainability, CIMCI-Plus will partner with the MOH and other
partners including Development Network for Indigenous Voluntay Associations (DENIVA)
and Uganda Red Cross Society (URCYS) to create a united front of CIMCI advocates to promote
the child survivd agenda.

Dr. Jessca Kafuko, Project Management Specidist of the USAID Misson in Kampaa, was
consulted during the design of the DIP. The primary authors of the detailled implementation

1 Millet disease is a folk disease, which attacks the child’s chest. Treatment is done by extracting or cutting the
chest skin to remove the millet-like nodules. This often results into death of the child.

2 Epiino is a folk disease that is perceived © be caused by maggots inside the child’'s gum causing the child irritation thus
diarrhea. As a method of treatment, the maggots are extracted from the gum using sharp materials. This disease normally
occurs during the normal teething of the child which mothers confuse with maggots.
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plan ae Robet Mwesgwa Program Coordinator (Ntungamo); Atukunda Innocent,
ResearchYMonitoring and Evauaion Officer (Ntungamo); Denis Nuwagaba, Behavior Change
Communication Specidis  (Ntungamo); Abddla Meftuh, Africare Country Representative
(Kampala); Kendra B. Dibinga, Hedth Programs Manager (HQ); and Alan Alemian (HQ). The
contact person a Africare/Washington, D.C. for the CIMCI-Pus Project is Alan Alemian,
East/West Anglophone Regiona Director.

B. CSHGP DATA FORM
Please see annex 6 for the information on the CIMCI Project and the Rapid Catch Indicators.
C. DIP PREPARATION PROCESS AND START-UP ACTIVITIES

The DIP is a result of concerted efforts by Africare and key partners. CIMCI-Pus initisted a
participatory process of DIP preparation in October 2003 that began with establishing effective
partnerships with a plethora of stakeholders to creste a common vison and strengthen partner
links. Partners tha were consulted include the Ntungamo Didrict Hedth Team, Didrict and
Sub-county leaders, Community Resource Persons (CORPs), USAID Mission, the IMCI Unit of
the Minigry of Hedth, Makerere Indtitute of Socid Research (MISR) and partner NGOs. The
DIP was deveoped in line with CIMCI nationd policy and implementation guidelines and
CSTStechnicd reference materids.

Start-up activities carried out to date include: (1) Negotigtion and sgning of the CIMCI-Plus
memorandum of understanding with Ntungamo Didrict Locd Government (Annex 4); (2)
Conduct and analyss of a basdine KPC survey to guide program priorities, drategies and
stting of specific objectives and indicators, (3) Assessment of exising community Structures:
Community Resource Persons (CORPs), parish development committees (PDCs), child care
workers (CCWSs), traditiond birth attendants (TBAS), women groups and drama clubs in the
target sub-counties; (4) A two-day digtrict and national stakeholders workshop to review and set
end-of-project targets and indicators, (5) Recruitment, orientation and posting of fiedd gaff in
the sub-counties who continue introducing the program and guide communities to draw up
resource maps, oriented five community drama groups about the 16 key household behaviors
and ae adivdy involved in immunizetion revitdization ectivities (6) Fve dakeholders
sengitization workshops to introduce CIMCI and to discuss their roles and responshbilities were
hdd in five sub-counties reaching over 350 community leaders and resource persons, (7)
Commencement of a new complimentary community-based integrated management of naturd
resources and HIV/AIDS project® in Nyakyera and Itojo sub-counties; and (7) Presentation of a
paper on the multi sectora approach a a CORE-organized workshop in Washington, D.C. of the
gpproaches, lessons and experiences of CIMCI at the nationd levdl.

CIMCI-Plus will continue conaultative meetings with didrict and nationd level partners through
information sharing, continued discusson of roles and respongbilities and organizing quarterly
review meetings during implementation of planed activities.

D. REVISIONS (FROM THE ORIGINAL APPLICATION)

3 Africare received $120,000 grant under the Environmental Conservation Trust of Uganda (ECOTRUST) mechanism of the
USAID Mission for 18 months (beginning January 2004) for a Community-based Integrated Management of Natural Resources
and HIV/AIDSproject. To-date, the project has constructed six shallow wells, two spring tanks, thirty-energy saving cooking
stoves and one-water tank.



There are no any changes on the origind application including the budget. The five project
interventions, immunization, madaria control, diarhea control, nutrition, breestfeeding and
micronutrients and HIV/AIDS, remain the focus of CIMCI-Plus.

E. DETAILED IMPLEMENTATION PLAN
1. Summary of Basdline and Other Assessments

Types and Methodology of Baseline Assessments CIMCI-Plus conducted a basdline KPC
survey in January 2004. It utilized the KPC 2000+ tool, which was adapted to program
interventions.  CATCH indicators were dso incorporated. The WHO/EPI 30 cluster sampling
technique was used. The populaion and the number of households were obtained from the 2002
Uganda Population and Housng Census. 304 mothers with young children under five years
were interviewed. Two index children were consdered i.e. the youngest and the oldest among
the under fivess The survey instrument was pre-tested in non-intervention sub-counties before
actud data collection.

The survey was caried out in adl saven CIMCI-Plus intervention sub-counties. Fourteen
enumerators and two supervisors sdected from the Digtrict Hedlth Services were trained over a
three-day period. Each enumerator administered an average of seven questionnaires per day.
Refer to detailed survey report in Annex 3.

Qualitative data were collected to supplement the KPC survey data The data were collected
through focus group discussons with mothers of children under five years. One focus group
discussion was conducted in each of CIMCI-plus sub-counties.

Basdine Findings Summarized

A total of 304 mothers were interviewed. 48.9% of the mothers were in 25-34 years age bracket
while 32% were less than 24 years and 17%, in the 35- 44 years group. The average age of the
mothers was 28 years. 64% reported that they could reed and write in vernacular
(Runyankore/Rukiga), while 36% could not read or write. 90% reported they were married.
84% of the mothers were engaged in income generating activities 63% of the mothers were
working away from home and of these, 67% took their children with them to the place of work.

A totd of 475 children under five years were found in the 304 households. The average number
of children per household was two. Of these, 49.7% were maes while 50.3% were femaes. 22%
of the index children were aged 12-23 months and 20% in the 36-47 months age group.

Salient findings related to nutrition, micronutrient and breastfeeding were as follows: 48%
of children G6 months were exclusvely breest fed a the time of the survey. 30% of the mothers
sad that they sopped bresstfeeding their children a the age of 12-23 months while 24%
continued breastfeeding the children beyond 24 months. 61% breastfed ther children within one
hour after delivery. 69% of the mothers reported that a breastfeeding child should be given
additiona food a the age of sx months. 75.6% of children 6-59 months were being fed on
Vitamin A rich foods.

Focus group discussons with mothers reveded that mothers often give water to newborn babies
before initiating breastfeeding. The explanation given is that mothers take some time to produce
breess milk after ddivery. Mothers sometimes dart giving children additiond foods early



because the children demand for food when they are ill young. Even if they are breastfed many
timesin aday, they do not get stisfied.

Salient findings related to Diarrheal diseases were as follows: 18% of the children had had
diarhea in the two weeks preceding the survey. Only 7.8% of children <60 months with
diarrhea were treated with ORS a home. 10% of the children who had diarrhea in the two
weeks preceding the survey were breastfed more than usud while 27% were breastfed less than
usud. 39% of the children were given more fluids than usua while 18% receved less than
usud. 43% of the children were given the same mount of fluids. 26% of the children who had
diarrhea and had dready started eating some food, were reported to have received more food
than usud while 41% had received the usud amount of food. The households with designated
hand washing facilities with sogp/ash present that mentioned the importance of washing hands
after defecation to prevent diarrhea were only 4%. 41.2% of children <60 months were taken for
fase teegth extraction. 65.4 % of the children who had diarrhea in the two weeks preceding the
survey received treatment from home while 34.6% were taken outsde the home for treatment.
Of the children who received trestment from home, 74.5% were given herba trestment and only
25.5% got anti-diarrhed/antibiotics trestment.  Treatment sought outsde home was from
government hedth facilities/clinics (49%), drug shops (34%), private physicians (6%) and
government hospitas (43%). Other percaived causes of diarrhea that featured in the discussons
were breast-feeding a child when the mother is pregnant, false teeth (ebiino) and the
development of the norma teeth. Diarrhea was dso associated with inhding wind and worms. It
emerged from the discussons that mothers commonly give locd herbs (chewed and ordly
administered) to children with diarrhea.

Salient findings related to Immunization were as follows. 58% of the mothers had
vaccination records for their children. 54 (45%) out of 120 who had the vaccination records had
no date indicated as to when the child recelved the meades vaccine. 65% of children 12-23
months of age received BCG before ther firg birthday. 62.4% of children 12-23 months had
received OPV3 before thar first birthday. 61.4% of the same age group received DPT3. 55.4%
of children 6-23 months received meades vaccine. 42% reported that the children had received
polio drops up to 2 times and 30.2% had received 3 drops. Mothers who received at two tetanus
toxoid injections before the birth of their youngest child were 20.4%. Discussons with mothers
indicated that they had little knowledge about the two recently added immunizable diseases of
haemophilus influenza and Hepatitis B.

Some of the factors mentioned that discourage participation of mothers in immunization of ther
children included; Sde effects such as children developing fevers, misconceptions about safety
of vaccines, hedth workers failing to maintan outreech schedules and long distances to
immunizetion centers.

Sdient findings related to maaria were as follows The basdine survey results show that 29.3%
of the children had fever in the two weeks preceding the survey. 14.4 % of children < 60 months
were deeping under insecticide trested nets. 67.8% of children 6-59 months with fever were
given same or more solidmashed foods. Out of the 50 children who had fever and were
breastfeeding, 22% were breastfed more than usual, 46% recelved the same as usuad and 20%
were breastfed less than usual. Out of 122 children that had fever, 51.6% received treatment at
home before seeking trestment outsde home. Only 6.3% of mothers with children <60 months
reported giving Chloroquine and Fansdar (SP) to febrile children a home. 12.2% of children
<60 months were taken for millet extraction. 49.8% of mothers took anti-maarid drugs during



the last pregnancy to prevent maaria.  Sources of treatment for fever outsde home condituted
drug shops (37%), government hedth facility/clinic (32%) and private physcians. Results from
the focus group discussons reved that the first action mothers take when their children fal sck
istaken & homeinvolving both western and locd therapy.

Salient findings related to HIV/AIDS are as follows: All the mothers had heard about
HIV/AIDS. The commonly mentioned symptoms associated with HIV/AIDS were loss of
weight (68%), skin rash (47%), persstent fever (16%), diarrhea (16%) and cough (30%). The
common ways of avoiding HIV/AIDS mentioned were abstinence (84%), use of condom (54%),
having sex with only one patner (31%). Mothers with children <60 months who cited that
HIV/AIDS can tranamitted from mother to child during pregnancy, delivery and breest feeding
were 36.2%. Only 6% of the mothers said they had ever tested for HIV.

During discussons with mothers, it was reported that some people are not willing to go for HIV
test because they think that when they get to know they are HIV podtive, they will die quickly.
Some mothers also said it is not good to test for HIV because when people learn that they are
positive, they can squander their property thus leaving nothing for the children.

Care Seeking Behaviors: Mothers consult neighbors (59%), mother in-law (37.3%), medica
doctors (22%) and community health workers (26%). The conditions mentioned by the mothers
that prompt them to teke a child immediady to a hedth faclity were fever (71%), child
becomes sicker (38%), not able to breast feed or drink (20%), fast breathing (15%), drinking
poorly (15%) and vomiting (12%). Only 19% of the mothers reported that they take the child to
a hedth fadlity immediately they recognize that the child is ill. The mgor factors mentioned by
mothers that hinder utilization of hedth services were financid (64.9%) and long distance
(10.6%). 62% of the mothers interviewed live within less than five kilometers from a hedth unit.
38% of the mothers move five or more kilometers to the hedlth facilities

Comparison of Baseline Findings with Country Context?

The 2001 Uganda Demographic and Hedth Survey (UDHS) estimates current infant and child
mortality at 88 and 152/1,000 live hirths, respectively, and the maternd mortdity rate a 505
materna deaths per 100,000 live births. Located in the Western Region, Ntungamo hedth
indicators are worse than the national average. UDHS estimates that infant and child mortdity of
the Region is 98 and 176/1,000 live births respectively. These are grosdy under-reported in the
digrict due to week births/desths regidration. The disrict Hedth Management Information
Sysems (HMIS) recorded only 77 deaths of under-five, during 2001. Though disease specific
mortaity for Ntungamo Didrict is not avalable, mgor morbidity causes for children under five
include maaria, diarrhea, manutrition and acute respiratory illnesses.

According to the 2001 Roll Back Mdaria (RBM) basdine assessment in the four didtricts of
Apac, Tororo, Mubende and Kabae (neighboring Ntungamo Didtrict), between 39% and 44% of
recorded outpatient visits were due to malaria. It is estimated that between 70,000 and 100,000
people die from malaria each year, the grest mgority of them being children under five years.
However, management of mdaria fevers is gill poor: only 28% of those patients seen a a hedth

4 This section presents data from various sources. There seems to be some discrepancies in data between various studies. Thisis
partly on one hand, due to much data that is aggregated especially at the national level leaving out details that could be useful

for comparison; and due to different studies which adapt and use different tools in data collection and analysis on the other

hand. However, the disparities have no significant negative impact on the picture being described in this document.
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facility were managed correctly and only 7% of caretakers of children under-five years sought
treatment within 24 hours. According to the 2001 Ntungamo Didtrict records, 46% of children
attended government facilities with mdaria In CIMCI Pus basdine, 29.3% of children under
five were reported with fever, during the two weeks prior to the survey.

The 2001 UDHS reveded that only 13% of households in Uganda had mosquito nets. The
aurvey further showed that mosguito nets are less likey to be avalable in households in the
western region than in other regions (6% compared to 15%). Eighteen percent of children under-
five who live with their mothers degp under a net and 7% dept under a net the night before the
urvey. As mosquito nets are less likey to be avaladle in the western region children in this
region are dso less likely to deep under a net.

The 2003 Family Care Practices study by UNICEF found bed net use among children in Uganda
to be very low with only 20% of children below 24 months of age dept under a mosquito net the
night before the interview. In comparison, the Ntungamo CIMCI-Plus KPC basdine survey
indicated that only 14.4 % of children < 60 months were deeping under insecticide trested nets.

Whereas didrict records indicated that at least 46% of children were taken to a government
facility, CIMCI-Plus Survey found only 32% of children with mdaia were taken to a
government hedth facility/dlinic.

Irrational drug use poses a problem in treatment of acute respiratory infections (ARI). Project
experience indicates common confuson among fever, mdaria and ARI. As with diarrhea, some
ARI episodes are diagnosed as millet disease and are referred to traditiona hedlers.

The proportion of children who are fully immunized in Uganda has been dropping since 1995,
from 47% in 1995 to only 37% in 2001. Most children (84%) recelve one round of
immunizations, but only 37% receive dl five rounds. As many as 63% of mothers do not know
when their child needs his or her next immunizations (MOH 2003). The 2001 UDHS found that
2% of children are fully immunized by 12 months of age as recommended. Thirteen percent of
children 12-23 months had not received any of the recommended vaccines. The results aso
show that the drop out rate for DPT is 40% and the rate for polio was 36%. The immunization
coverage in Uganda is reported to be 47.4% of the 12-23 months age group. There is sgnificant
drop out between the first and third doses of DPT and polio of 25% and 28%, respectively. Only
60% of children 12-23 months old receive meades vaccine while 45% receive the vaccine
before their first birthday. Using both history and card, the 2003 UNICEF sudy on family care
practices 76%-100% of children had BCG vaccination, 38%-74% had DPT3 vaccination and
only 26-50% had mead es vaccination within the first year across the didtricts.

In 1998 and 1999, UNEPI carried out a series of reviews and studies, which revedled serious
gaps in knowledge and prectice, aress tha ae critical for ddivery of qudity immunization
sarvices in dl the didricts. These areas include; EPI target diseases, EPI vaccines, Cold Chain,
Injection Safety, organizing immunization sessons, screening and  regidraion  of  dients
preparing vaccines during the sesson, giving immunizations socid mobilizetion, Vitamin A
Supplementation, After sesson and monitoring immunization coverage.

The Ntungamo Didrict Hedth report (2001-2002) indicates that immunization coverage
dramatically decreased during the period from 1996 to 2000 reaching 69% for BCG, 54% for
DPT3, 56% for Polio, 49% for Meades with an estimated 38% of children 12-23 months fully
vaccinated. Maternd coverage for TT is reported a only 18%. CIMCI -Plus KPC basdline



survey indicated that of children 12-23 months 65% had received BCG before their first
birthday, 62.4% received OPV3, 61.4% received DPT3, which is rddivey low. Severd
elements contributed to the decline in immunization coverage, in recent years. The locd FM
radios broadcast unsubgtantisted messages related to Sde effects of vaccines, leading many
mothers to stop taking children for immunization. Because physcd accesshility to fadilities is
limited, many caretekers rely on outreach vaccination sessons, but hedth workers do not
condgdently follow the immunization sthedule At the hedth fadlity levd, immunization
sessions are $iort and not integrated with antenatd care. Also mothers fear that the vaccines may
be contaminated with HIV/AIDS, lameness, sSckness and desth after immunization especidly
by injection.

The 2001 UDHS found a higher prevdence of 20% of children under- five years having had
diarrhea in the last two weeks before the survey. The prevadence of diarrhea was highest among
children aged 6-11 months (38%). The risk of diarrhea decreases as the child grows, thus the
lowest level was found among children 48-59 months (8%). The UDHS found that nine in ten
mothers (92%) knew about the use of ORS packets for treating diarrhea. In the Uganda Nationa
Household Survey it is indicated that Ord Re-hydration Sdts (ORS) seems to be used more in
centrd and eagtern regions than in other regions. The same survey reveded that 45 % of children
who had diarhea in the two weeks preceding the survey were teken to a hedth facility for
treetment. According to the findings of the 2001 UDHS only 28% of the children who had
diarhea in the two weeks preceding the survey were given more fluids than usud, while 31%
were given the same amount of fluids. Four in ten children with diarrhea were given less fluid or
non a al. Only 5 percent of the children were given more food than usud, while 51 percent
were given lessfood or non at dl.

The family care practices sudy by UNICEF conducted in 2003 found that only 41% of children
on exclusve breastfeeding had breastfeeds increased during a diarrhea episode. Among children
on complementary feeding, 40% had increased amounts of drinks and 24% had increased
amounts of foods. ORS was given in 64% of children with diarrhea; home made recommended
fluids to 56% and salt/water solution to 16%.

The 2001 UDHS found that water was available in 14% of the households surveyed, sogp in
10% of the households and a basin in 17% of the households. Only 4% of the households had all

the three hand washing materias. CIMCI plus KPC survey reveded the same percentage (4%)

According to CIMCI-Plus basdine KPC, 18% of children had diarrhea in the last two weeks.
Only 34.6 % of diarrhea cases come to the facility. Most children with diarrhea are treated with
traditional herbs (74.5%), ORS (7.8%), and commercid anti-diarrhed treatments including
antibiotics (25.5%). 41.2% cases are dtributed to ‘false teeth’ Ebiino) and referred to a TH for
tooth extraction. Hedlth and hygiene practices are deficient due to lack of water and sanitation
fadilities

The 2000/01 Uganda Demogrgphic and Hedth Survey (UDHS) indicated that sunting in
Uganda was quite prevdent. Stunting prevaence sands at 3%%. Fifteen percent are severdy
dunted. The prevdence of sunting is lower among children under sx months and increases with
age. The highest prevadence (5) is among children aged 16-23 months. Stunting is more
prevdent in rurd aress, in Western Uganda and among children whose mothers have had no
education.



Wadting was found to be more prevaent among children 10-11 months (11%) corresponding
with when complementary feeds have just been introduced. According to the WHO prevaence
data of 1998, it is edimated that the prevaence of iron deficiency anemia (IDA) in Uganda is
dightly above 50%. About 30% of maternad desths are believed to be due to anemia, the
mgority of which isattributable to IDA.

The UNICEF Family Care Practices study in Uganda show that 59% of the children under two
years were initiated on breast milk within the first hour of birth. Between 33-76% of children G
6 months are exclusvely bresstfed. 64% of children start feeding on complementary foods by
five months while continuing to breestfeed. By 20-23 months of age, only 29% ae dill
breastfeeding.

The 2001 UDHS shows that about one third of the babies are put to the breast within one hour of
birth, while 86% initiate breest feeding in the firg day of life. Two in three children younger
than 9x months are exclusvdy breast-fed; the proportion among children 6-9 months is only
9%.

In the Western region where Ntungamo is located, the UDHS edtimates that 48% of children
under four are stunted, the highest proportion in the country. By UDHS edtimates, more than
55% of children suffer from anemia and around 29% suffer from Vitamin A deficiency. Many
caetakers are unwilling to administer colostrum. Protein rich foods such as rabbit meat are
affordable, but not culturdly accepted in some communities. Lack of access to immunization
aso affects uptake of Vitamin A supplements.

In 2000, among those that tested for HIV/AIDS a two testing Stes in Ntungamo, 20.7% to
22.6% were found postive. Prevaence was higher among the older groups and among females.
However, these percentages are likdy to be much higher. Only three hedth facilities are
conducting VCT services (Kitwe, Rwashamaire and Itojo hedth units). More recent figures from
these dtes reved a high pogtivity rate of 16.4% among clients who tested. This is exceptionaly
high compared to recently declared nationd figures of about 6.1%. In addition, HIVAIDS
infection among infants in Uganda has increased from 88 to 300 out of 1000 live births per year.
(WHO Country Annua Report) The 2001 UDHS shows that only three methods to avoid
infection with HIV/AIDS are widdy known, namely, usng condoms (spontaneocudy mentioned
by 54% of women and 72% of men), abstaining from sexua relaions (50% of women and 65%
of men), and having only one sexud patner (49% of women and 43% of men). A Szedble
proportion of respondents (14% of women and 5% of men) know that AIDS can be avoided but
do not know a particular method to avoid contracting. Thirteen percent of women and 5 percent
of men ether beieve that there is no way to avoid AIDS or do not know whether AIDS can be
avoided. According to basdline surveys in the proposed program area, as many as 36.3% of the
population does not know that AIDS can be transmitted from mother to child — amost four
times the nationd figure of 11%.

According to the 2003 UNICEF study, the commonly used practices of protection by mothers
agang HIV/AIDS were faithfulness (48%), use of condoms (24%), abstinence (13%) and
avoiding shaing sharp objects (10%). Quditative results indicate that women caregivers have
little information on effective HIV prevention measures. Fifty one percent of the mothers did not
know where to take an HIV/AIDS test. Sixty seven percent of the mothers were willing to have
an HIV/AIDS test and to disclose the results to an immediate family member.



Knowledge related to tranamisson of HIV/AIDS from mother to child is far from satisfactory in
Ntungamo. Only 66.9% and 56.1% of mothers knew that HIV/AIDS could be transmitted from
mother to child during pregnancy and bresstfeeding respectively.  Stigma associated  with
HIV/AIDS is widespread, making it hard to seek counsding, paticularly for pregnant women.
Use of condoms with a nonregular patner is lower in women (38%) than in men (59%),
reflecting the greater role men play in deciding condom use. The community-accepted norm is
abgtinence prior to marriage. This makes it socidly difficult for youth to seek condoms and/or
sarvices related to sexualy transmitted diseases.

Constraints to Achieving Program Objectives

Mgor condraints envisoned during the implementation of CIMCI-Plus incdude (1) Low
revenue base of Ntungamo Didrict and inadequate resources for local NGOS/CBOs to
complement the role of Africare. Africare and the Didrict will build NGOsS/CBOs capecity in
program development, resource mobilization and linkages with the donor community; (2)
Cultural taboos and practices that could be overcome through hedth education; (3) As Behavior
Change Communication efforts expand, increased demand for qudity services may dretch the
resource capability of Didrict hedth fadilities leading to drug stock outs and inadequate supply
of insecticide treated nets (ITNs). As in CIMCI phase I, Africare will work with the Ntungamo
Digtrict Hedlth Services to project and plan for increased demand, so that required resources are
dlocated; (4) Motivating community structures and change agents, such as PDCs, CORPs and
TBAs, is dways a chdlenge, snce those who volunteer time and labor dso must handle ther
own daily chores. As during CIMCI phase I, CIMCI-Fus will use non-monetary incentives such
as badges, pins, calendars, t-shirts and bed net samples to reward and encourage good
peformances, (5) Communities sugtaining the project though posshble is chdlenging. As in
CIMCI phase I, the project will encourage the sub-counties to integrate key project activities in
ther devdopment plans and budgets to organize refresher courses for community resource
persons to share new information and experiences, support supervison of the dructures and
water source maintenance; (6) Building CIMCI-rdated capacity of community structures like
PDCs can be time consuming, even causing implementation delays in some communities. Under
CIMCI-Pus, the program will continue to establish a cadre of didrict and sub-county trainers,
dlowing for pardld (as opposed to sequentid) training, which will improve the timdy initiation
of activities in dl target communities and (6) Staff turnover a hedth fadiliies may result in
atrition of IMCl case management <Kkills provided in the past. The commitment of the Didrict
and the Minigry of Hedth to CIMCI-Flus will dlow continuing mobilization of resources to
support IMCI case management training to new staff.

Most up-to-date Coverage estimatesin Service Area

The mog up-to-date coverage estimates were derived from the CIMCI-Plus KPC basdline
survey that was conducted in January 2004. Please refer to basdline survey report in Annex 3
and the section on Basdline Findings Summarized.

M ost Recent Disease Surveillance Data for Program Area

On a weekly bass, the Epidemiological Department of the Ugandan MOH, compiles a report on
notifiable diseases of epidemic potentid which include acute flaccid pardyss, suspected rabies,
cholera, dysentery, guinea worm, maaria, meades, meningitis, neonatd tetanus, plague, typhoid
fever and deeping sckness in the 56 didricts condituting Uganda, including Ntungamo. The
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data is presented every Monday, in the daily newspaper, The New Vision. For example, the
report for the week ending July 4, 2004, in Ntungamo Digtrict, 4,701 cases of mdaria and 4
desths due to malaria were reported. Also, 11 cases of anima bite (suspected rabies) were
reported.

On the qudity of data, nationa and Ntungamo didrict staff are carefully sdected, trained and
provided with manuds (Training Modules on Integrated Disease Survelllance and Response for
Hedth workers) as wel as support supervison. There is an efficient radio cal communication
network between the MOH, DDHS office and HSD levels that help in collecting most up to date
information, which is shared with rdevant depatments a the MOH level for action. On
completeness of reporting, Ntungamo Didtrict is among the best didricts with coverage of hedth
units that report ranging from 80-100%. The survelllance sysem captures only data on
government facilities.

Ministry of Health Policies, Strategies and/or Case Management Policies or Current Services

To address the chdlenges facing Uganda, the MOH developed a Hedth Sector Strategic Plan
(2000/01 — 2004/05) whose gods are to: (a) Increase access to the Uganda Nationd Minimum
hedth care package®, with specid atention to access for the poor, difficult to reach and
disadvantaged; (b) Improve qudity; () Reduce inequities related to accesshility of services, (d)
Recruit, train and rationdly deploy and motivate qudified daff; (€) Rehabilitate current
dructures and building new dructures for underserved populations,  (f) mobilize communities
and encourage participation; and (g) Improve coordination and management of resources.

Malariaz The Maaria Control Program (MCP) has four man intervention drategies. case
management, vector control, intermittent presumptive treatment of pregnant women and
epidemic preparedness and response.

Case management policy as provided for treatment of mdaria is underlined by the Home-Based
Management of Fever (HBMF) whereby home based presumptive trestment for al fevers with
unit dose of pre- packs of anti-mdaria drugs for under-fives is recommended. The MCP has
launched a serious campaign code named HOMAPAK to promote management of mdaria usng
a combination of chloroquine and sulphadoxine-pyrimethamine (CQ/SP). There are specific red
packets for children between 2 months and two years and green packets for children aged 2 to 5
years. Caretakers are expected to treat dl children presenting with fevers with the anti-mdarids
within 24 hours of onset.

According to the 2002 anti-mdarid drug policy, SP and Chloroquine taken in combination form
the firg line treetment. The second line anti-mdarid drug is quinine tablets. Still, with severe
maaria the recommended treatment is quinine injection. As per the policy guidedines, the second
line trestment should only be given when fird line treetment of SP and chloroquine have faled
or is contrarindicated. This indudes a child presenting with uncomplicated mdaria who has
taken HOMAPAK before coming to the hedth facility. If the patient has severe mdaria, an
initid dose of quinine IM should be given and then the paient referred immediatdy. If the

® The minimum health package includes (1) Control of communicable diseases; (2) Integrated management of
childhood illnesses; (3) Sexual and reproductive health and rights; (4) Environmental health; (5) Health education
and promotion; (6) School health; (7) Epidemic and disaster prevention, preparedness and responses; (8) Improving
nutrition; (9) Interventions against diseases targeted for elimination or eradication; (10) Strengthening mental health
services; and (11) Essential clinical care.
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patient has Sgns of severe mdaria and presents a a hedth center with admission, laboratory and
IV infuson facilities, they should be trested according to the guiddines of diagnoss and
management of severe maaria

All pregnant women ae expected to receive two doses of SP as intermittent presumptive
treetment of maaria one in the second trimester and one in the third trimester as part of the
antenatal care package. The drategy is to be scaded up by integrating it into maternal services a
both facility and community levels and creeting demand for the services.

The key interventions under vector control are the promotion of insecticide trested nets (ITNS)
and indoor resdud spraying (IRS). ITNs are currently consdered the most effective method of
maaria prevention in highly endemic areas. While children under five are the primary target,
other vulnerable groups including pregnant mothers are encouraged to acquire and use ITNs.
The promotion of ITN use is implemented through a public-private approach. Magor
implementersinclude NGOs, the commercid and public sectors.

The MCP indituted activities to check epidemics principaly in three diginct phases namdy
before, during and after the epidemic. Before the epidemic, some activities such as community
mohilization, hedth education and monitoring of maaria cases & hedth facilities are undertaken
to prepae communities. During epidemics the MCP ensures prompt mobilization and
digribution of resources, swift sharing of information, and easy mohility of petients to treatment
centers. After the epidemic, MCP reviews its experiences with the contained epidemic s0 as to
document and use them in the future.

HIV/AIDS. Policies that address HIV/AIDS care, prevention and control in Uganda follow.
(1) HIVIAIDS Policy of 1999. This includes prevention and control of STI/HIV through a
progran of intensve IEC amed a promoting responsble sexual and reproductive behavior,
sexud and reproductive counsding, HIV counsding and testing, wide use of condoms, prompt
treatment of STls, universd blood safety, reduction of mother to child transmisson, paliative
care, promation of community involvement in the care of patients with AIDS and mitigation of
socio-economic impact of the epidemic will conditute the core dements of this component. (2)
Policy Guidelines on Feeding of Infants and Young Children in the Context of HIV/AIDS These
guidelines address key issues regarding infant feeding in the context of HIV/AIDS. (3) The
policy for Reduction of the Mother-to-Child HIV Transmission: This policy addresses key
issues reated to prevention of mother to child transmisson (MTCT) of HIV including anti
retrovird thergpy; voluntary counsding and testing (VCT); infant feeding; support for mothers
and infants and other interventions for reduction of MTCT.

The HIV/AIDS policies and interventions have greatly contributed to the control and possble
reduction of HIV in Uganda. With the advent of mgor advances in anti retrovird thergpy and
research of HIV vaccines dill in infancy stage, Government cautioudy initiated a pilot project o
make available anti retrovird drugs in the country in 1998.

Diarrhea: With the advent of IMCI, the current recommended treatment practices are based on
the Minigry of Hedth Nationd IMCl Treatment Guiddines. The IMCI agorithm describes
how to assess and dlassify sick children with Sgns of diarrhea.

Immunization: The Uganda Naiond Expanded Programme on Immunization (UNEPI) was
edablished in 1983 with the man objective of making immunizaion integrd to other primary
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hedth care sarvices in an effort to reduce morbidity, dissbility and mortdity caused by the
targeted immunissble diseases These discases a the time included tuberculoss, whooping
cough, diphtheria, poliomyditis, neonatal tetanus and meades. Hepatitis B and Haemaophilus
influenza type B were included among the target in 2002. The UNEP! was developed within the
context of the provisons of the Hedth Sector Strategic Plan and the Nationa Hedth Policy,
which are in turn guided by the provisons of the Congtitution of the Republic of Uganda (1995),
and the Local Governments Act (1997).

The broad drategies of UNEP include (1) Revitdization of routine immunization as the
primay focus of the program; (2) Conducting supplementd immunization activities agangt
targeted diseases, (3) Improving communication skills among hedth workers to enadble them
communicate effectively to parents, guardians, caretekers, policy makers, paliticians and other
leaders, (4) Provision and maintenance of an effective cold chan and logidics sysem a dl
levels, (5) Strengthening technicd and adminidrative support supervison and guiding the
provison of pre-service and on the job training; (6) Strengthening partnership with other child
hedth promoting programs, agencies, NGOs, religious organizations, and the private sector in
savice ddivery and socid mohilization; (7) Enhancing advocacy, socid mobilization and hedth
education; (8) Ensuring congtant supply of Auto dissbling Syringes and needles (ADS) and safe
disposal of dl medicd wades (9 Strengthening and mantaining a survellance sysem of
immunisable diseases with particular focus to neonatd tetanus, poliomyditis and meades usng
the Integrated Diseases Survellance (IDS) gpproach; (10) Promoting monitoring, investigation
and management of adverse events following immunization (AEF); (11) Adopting and usng
internationally recommended approaches and guiddines that are relevant to Uganda and;(12)
implementing other innovative Srategies that will benefit the unreachable.

The immunization schedule begins a birth with BCG and polio and ends a 9 months with a
dose of meades antigen. By the firgt birthday each infant needs to have completed al the doses.
All women in childbearing age need to complete five doses of tetanus toxoid for full protection
againgt materna and neo-natd tetanus.

The targeted age groups for UNEPI are 011 months and adl women of childbearing age (15-45
years) both pregnant and non-pregnant. All other un-immunized children bdow five years ae
adso digible for vaccinaion. Booster doses may be given as recommended by the Ministry of
Hedlth to children at five years or more a school entry and in post primary indtitutions.

Supplementary immunization doses may be given to specified target groups in accordance with
the nationd, regiond or globa gods to control/diminate maternd, neonaid tetanus and
meedes, or eradicate poliomyditis. The target groups for supplementd immunization are
determined according to the epidemiological pattern of the disease in the country.

Nutrition, Micronutrients and Breastfeeding: The nutritiona doaus of the population,
paticularly children and women is poor and has been identified as a mgor hedth problem in
Uganda The depatment of community hedth recommends a multi-sectoral approach in
implementation of drategies to improve the nutritional Satus of the population. The MOH
guiddines on breastfeeding recommend that children be breastfed within the firg 30 minutes of
delivery and be exclusvely bresstfeed for dx months, introduce supplementary feeding and
continue breastfeeding up to 23 months. Breadtfeeding is part of nationd IMCI adgorithm, which
hedth workers follow when counsding mothers.
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The current recommended trestment practices are based on the Ministry of Hedth's Nationd
IMCI Treatment Guiddines. The IMCI dgorithm describes how to assess and classfy dck
children with dgns of madnutriion and anemia induding counsding the mothers on child's
feeding. At present interventions for prevention of anemia paticulally among pregnant women
include: (1) encouraging them to atend antenata care a least four times during which they
receive iron and folic acid tablets to boost their hemoglobin during pregnancy; and (2) women
undergo physcd and laboratory examinations to asess the levels of hemoglobin during

pregnancy.

Overall Quality of Existing Services

The mgor provider of hedth sarvices in the didtrict is the Ntungamo Digrict Hedth Services
(NDHS). The Digtrict Hedlth Team (DHT), chaired by the Director for Health Services, provides
the overdl coordinaion of hedth services in the digtrict. The Ntungamo DHT benefited from the
Project in terms of qudity supervision, monitoring and evauaion and devdopment of linkages
between communities and the hedth sysem. Within Uganda's decentrdized system, the sub-
county leve is involved in planning of hedth services, and holds a locd hedth budget that can
be tapped for CIMCI initiatives. Didrict Council led by the Didrict Charperson draws up
digrict policies and oversees qudity of services The didtrict council was key in advoceting for
resources, mohilizing communities in the origind 8 Project sub-counties and during the sgning
of the CIMCI-Plus MOU, the Ntungamo loca government re-affirmed their commitment and

support.

The entire didrict is served by 10 government-employed medicad doctors, 2 of whom are in
adminigration, 15 dinicd officers, 3 regigered nurses, 63 enrolled nurses and 28 enrolled
midwives. About 37% of these providers have case management training in IMCI. 113 nursng
assdantdaides, whose knowledge and skills come mainly from informa on the job training,
conditute haf (49%) of dl providers. The 14 Hedth Assgstants (HA) based at facilities, provide
community support and hedlth education on an ad-hoc basis. However, the 12 dispensaries in the
proposed CIMCI-Plus extenson area are served by only 2 clinical officers, 14 enrolled nurses, 5
enrolled midwives, 29 nurse assgants, and 7 hedth asssants. There are natiiondly developed
dandard guiddines used by hedth workers for case management of illnesses among the
children.

A digtrict hospitd became available to the didtrict only in 2001 when Itojo sub-county joined the
digrict. The hospital is in a debilitated condition and lacks clean water supply. The didtrict using
the Poverty Alleviation Fund (PAF) and the Minigsry of Lands, Water and Environment has
sarted work on a gravity flow scheme to address the water issue. Three referra hedth centers
and 12 dispensaries provide services in the proposed CIMCI-Plus extenson. Child hedth
activittes a these fadlites ae primaily curdtive Preventive savices ae limited to
immunizetions, some prenaid care and family planning. IEC activities are very limited in these
facilities All services are provided free after the dimindion of the cost share provison in 2001.
Some Hedth Unit Management Committees (HUMC) established to help in management of
cost-share funds and drengthen the rdationship between communities with hedth facilities are
no longer very functiond except a hedth sub-digtrict (HSD) leved. Facilities are under daffed
and there is a shortage of drugs. In an attempt to improve the Situation, under phase | the project
conducted an outpatient assessment (OTA) sudy, results of which were shared with DHT and
loca policy makers leading to 10% increment on drug alocation budget. In addition more hedth
staff were recruited and re-allocated to handle work overload.
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The exiging HIV/AIDS sarvices include VCT a four centers in the Didrict, PMTCT has just
been initiated a four centers that include: Itojo Hospitd, Kitwe, Rwashamaire and Rubaare
min-hospitals and are expected to expand especidly with support from AIM program and
UNICEF Other partners include TASO, UWESO, Ntungamo Disgtrict Hedlth Services and AlC.
They address pertinent issues related to stigma and discrimination, home based care for PLWAS
and orphans, avareness creation and prevention activities.

Communities rely to a grest extent on the private sector for trestment of common childhood
illnesses. According to a 2001 MOH study, private practitioners (PPs) provide care for 75% of
children. 28% of PPs are shopkeepers and drug sellers. Adome et d (1996) estimated that only
23% of pharmaceuticds are obtained from the public sector. The largest suppliers of drugs are
shops, the dukas, where people buy staples, and public markets. Shopkeepers are untrained and
often operate illegdly. Traditiond Heders (TH) provide traditiond care but adso perform
dangerous practices such as tooth extraction. TBAs inform and counsd mothers in relation to
childhood illness. In September 2002, in recognition of the role of PPs, the MOH IMCI Unit and
the Nationd Maaria Control Program developed the National Strategy for Utiliziing the
Potential of Private Practitioners in Child Survival. Africare's expanded work with PPs in
Ntungamo follows this Strategy.

Uganda has made a drategic policy to make the private sector a mgor partner in nationa
devdopment by encouraging and supporting private practitioners in providing hedthcare in
aeas not effectively served by public facilities. The objectives of the drategy are: (1) Improve
private practitioners practices related to case management and childhood malaria, diarrhea and
ARI; (2) Improve private practitioners skillsin recognizing severdly ill children and referring

them; (3) Support private practitioners in providing suitable child preventive services, and (4)
Increase the proportion of private practitioners who are registered with government regulatory
bodies.

According to the CIMCI-Plus KPC basdine survey, more than haf of mothers consult with
reldives and neighbors, regarding child sckness. Mothers consult neighbors (59%), mother in-
law (37.3%), medica doctors (22%) and community heath workers (26%). Mgor determinants
for udng a hedth fadlity indude a worsening condition, fever and/or ingbility to drink or
breastfeed. Decisons to seek care outsde the home lie with the head of the household who s, in
most cases, the husband.

Maaria is mogly trested based on the manifesaion of fever. An estimated 85% of children
with fever seek care, but 32% go to government hedth facilities/cdlinics with a trained provider.
37% obtain trestment from a drug shop or duka, often receiving incorrect dosages. The man
ressons for using these shops include proximity to home, ability to negotiate price, dose and type
of drug, ability to buy on credit, faster and friendlier service, and skepticism of the government
sysem. Mogt women conault their neighbors who are not qudified hedth professonds. They
include shopkeepers who give them incorrect doses. The Minigry of Hedth with support from
SARA Project under the Public Private Partnership Program is targeting these groups to
negotiate them out of these bad practices. The Project will complement this effort by
encouraging communities to seek care from qudified hedth workers and to negotiate them out
of the harmful practices tha relates to children’'s hedth. Alternative means of surviva for these
groups will include encouraging them to sdl the mosquito nets where they obtain profits. Since
physca accesshility to hedth facilities is limited, many mothers and caretekers rey on
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outreach vaccination but these are not consgtently followed by hedth workers and contributes to
high drop out.

Mog children with diarhea are treated with traditiond herbs (74.5%), ORS (7.8%) and
commercid anti-diarrhed  treatments including antibiotics (25.5%). 41.2% cases are atributed to
‘fdse teeth’ (Ebino) and referred to a TH for tooth extraction. Hedlth and hygiene practices are
deficient due to lack of water and sanitation faclities Irrationa drug use poses a problem in
treetment of acute respiratory infections (ARI). Project experience indicates common confusion
among fever, mdaria and ARI. As with diarhea, some ARl episodes are diagnosed as millet
disease and are referred to THs for millet extraction.

Summary Project Indicators by I ntervention

Revised Project Objective Basdline

Nutrition/br east-feeding/Micro nutrients

1. Children aged 0-23 months who were breast-fed within the 61%
first 60 minutes of ddivery

2. Children 0-6 months who were exclusively breast-fed 48%

3. Mothers who indicate tha children should be exclusvey 81.9%
breast-fed for 9x months

4. Children that continue being breast-fed until 12-23 months 30.1%

5. Children 6-59 months who are fed vitamin A rich foods 75.6%

Control of Diarrheal diseases

1. Children < 60 months with diarhea who were treated with 7.8%
ORT a home (ORS)

2. Children < 60 months of age who had diarhea and were| 81.9%
given same of more fluids

3. Houscholds with desgnated hand washing facilities with 4%
sogp/ash present that mentioned the importance of washing
hands after defecation to prevent diarrhea

4. Children 659 months with diarrhea who were given the same 67.2%
amount or more solid or mashed foods

5. Mothers with children < 60 months who identify at least 2
sgnsof diarrhearequiring trestment 54.6%

6Childen <60 months who were taken for fdse tooth| 412%

extraction

I mmunization coverage
_1;C_hildren 12-23 months who received BCG before thar first 65%
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Revised Project Objective Basdline

birth day
2.Children 12-23 months who recelved OPV3 before their first 62.4%
birth day
3. Children12-23 months who received DPT3 before ther first 61.4%
birth day
4. Children 6-23 months who received a meades vaccine 55.4%

5. Mothers with children 323 months who received at least two 20.4%
tetanus toxoid injections before the birth of their youngest child.

Control of Malaria

1. Children 6-59 months with fever given the same amount or 78.4%
more fluids

2. Children 6-59 months with fever given the same or more| 67.8%
solid/mashed foods

3. Mothers with children <60 months who report giving 6.3%
chloroquine and Fansdar to febrile children a homes

4. Mothers with children <60 months who identify at least two 69.4%
dgns of maariarequiring immediate trestment

5. Children <60 months who dept under an insecticide treated 14.4%

net (ITN) the previous night

6. Children <60 months who were taken for millet extraction 12.2%
7. Mothers who took anti-mdariad drugs during the last 49.8%
pregnancy to prevent maaria

HIV/AIDS

1.Mothers with children <60 months who cite a least two 67.8%
known ways of avoiding HIV/AIDS
2.Mothers who cite that HIV/AIDS can be transmitted through 36.2%
pregnancy, ddivery and breastfeeding
3.Mothers with children < 60 months who had ever tested for 6%
HIV/AIDS
4.Mothers with children<60 months who indicated that they can 43.6%
alow an HIV paostive child to play with theirs

2. Program Description by Objective, Intervention and Activities

Goal and Objectives of CIMCI-Plus

By the end of 2008, Africare and MOH will have contributed to a reduction of morbidity and
mortdity of children under-five and have improved the hedth status of Women of Reproductive
age in the 15 sub-counties of the Ntungamo Didtrict of Uganda. In contribution to this god, the
project will have the following four generd objectives
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1. To promote the knowledge and behavior related to the prevention of childhood illnesses, at
the household and community levels,

2. To improve the home management of the sick child by promoting timely and agppropriate care
seeking at the household and community levels,

3. To improve the accessbility of under-five children and women of reproductive age to qudlity
hedlth services and products, both at the facility and community levels.

4. To drengthen nationa and districc MOH capacity to replicate and sustain the community
IMCI approach.

To achieve the above gods and objectives, CIMCI-Plus will build on the achievements and
lessons learned from the first phase, and will provide an opportunity to consolidate CIMCI
model, based on CORE/BASICS Community H/H IMCI Framework. The framework has three
edements and builds on srong multi-sectora  platform. Under Element 1, linkages will be
drengthened through outreach sarvices, a  fadlity-supported community hedth  information
sysem; paticipation of hedth facility saff in behavior change and communicaion (BCC)
activities, and improvement of facility services provided to the mother and child. Under Element
2, community services will be expanded with focus on qudity of services provided by
shopkeepers and traditiond birth attendants. Commodities including anti-maaria drugs, bed nets
and condoms will be more accessble. Under Element 3, promotion of 16 key family practices
for disease prevention, improved decison-making, home trestment and care seeking for
childhood illnesses will be a centrd focus under this dement. Innovative BCC gpproaches such
as community drama, demondrations, referd and home vidting will be used. The project will
use a tranes of tranes (TOT) draegy to tran sub county trainers who will train the
Community Resource Persons (CORPS) and Parish Development Committees (PDCs) while
working with project staff. In the phase out period, the sub county trainers together with hedth
workerswill continue follow up activities during and after the project period.

Using matching funds, CIMCI-Plus will continue to expand multi-sectoral platform activities of
water and sanitation, vegetable gardens and animd husbandry, income generation through
working with different didtrict sectors and other locd CBOs, FBOs and NGOs.
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CIMCI-Plus Project Result framework

The confidence intervas (Cl) have been computed for 95% confidence level. Since the sample szes were greater than 30, the Z vaues were used as

Z0.025 = 1.96.
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Indicators

| Benchmarks

| Measurement methods |

Major Planned Activities

Objective 1. To promote knowledge and behaviorsrelated to the prevention of childhood illnesses at household and community levels

Malaria

The number and percentage of
children aged 0-59 months who
slept under an insecticide treated
nets

T4.4% to 20% (ClI
11.2%17.6%, n=451)

Baseline, midterm, find
KPC, LQAS and CHIS

BCC activities, training of PDCs and CORPs, bed net club schemes, linking
communities to supplierslike PSI, Quality Chemicals, and establishment of ITN
outlets at sub-county level. .

The percentage of pregnant
mothers who took anti-mdaria
medicine to prevent malaria
during pregnancy

49% to 60%. (ClI
44.1%-55.3%, n=304)

Baseline, midterm and
final KPC, LQAS

BCC activities, training of PDCs and CORPs, availability of anti-mdaiadugs
at the facilities and strengthening child and antenatal services.

Immunization

The percentage of children 12-23
months that received BCG

before their first birthday

65% to 70%
(Cl 58.8%71.8%,
n=206)

Baseline, midterm and
final KPC

BCC activities, training of PDCs, CORPs immunization mobilizers supervison
of facility vaccination services and support to community immunization outreach
sessions.

The percentage of children12-23
months that received DPT3
vaccine before the first birthday

61.4% to 66%. (CI
55.8%-69%, n=206)

Baseline, midterm and
find KPC, HMIS, CHIS
and LQAS

BCC activities, training of PDCs, CORPs immunization mobilizers, supervison
of facility vaccination services and support to community immunization outreach
Sessions.

Percentage of children12-23
months that received OPV3
before their first birthday

62.4% to 68% (Cl 54.8
%-68.0%, n=206)

Baseline, midterm and
final KPC, HMIS, CHIS
and LQAS

BCC activities, training of PDCs, CORPs immunization mobilizers, supervision
of facility vaccination services and support to community immunization outresch
Sessions.

Percentage of children12-23
months that received measles
vaccine before their first birthday

55.4% to 60% (ClI
48.6%-62.2%, n=206)

Baseline, midterm and
find KPC, HMIS, CHIS
and LQAS

. BCC activities, training of PDCs, CORPsimmunization mobilizers, supervison
of facility vaccination services and support to community immunization outreach
Sessions.

Percentage of mothers who
received at least two tetanus
toxoid injections before the birth
of the youngest child less than 24
months

20.4% to 26% (CI
14.8%-26.0%, n=199)

Baseline, midterm and
final KPC, HMIS and
LQAS

BCC activities, training of PDCs, CORPs immunization mobilizers, supervision
of facility vaccination services and support to community immunization outreach
sessons.

HIV/AIDS

The percentage of women of
reproductive age who cite that
HIV/AIDS can be transmitted
through pregnancy, delivery and
breastfeeding

36.2% to 45%. (CI
31.0%-41.8%, n=304)

Baseline, midterm and
final HIV/AIDS survey

BCC activitieson PMTCT , training community counseling aides and linking
mothersto VCT/PMTCT centers.

The percentage of mothers with
children <60 months who cite at
least two known ways of
avoiding HIV/AIDS

67.8% to 80% (Cl
62.5%-73.1%, n=304)

Baseline, midterm and
final HIV/AIDS survey

BCC activities, working with women groups and post test clubs to disseminate
key messages, refresher training of counseling aides

The percentage of mothers with

43.6% to 48% (CI

Baseline, midterm and

BCC, working with post test clubs, drama clubs refresher training of CCAs and
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Indicators

Benchmarks

M easur ement methods

Major Planned Activities

children <60 months who
indicate that they can allow an
HIV positive child to play with
theirs

38.0% 49.2% n =304)

final HIV/AIDS survey

encouraging home visiting

Nutrition, Breastfeeding and
Micronutrients

The percentage of children 0-5
months who were exclusively
breastfed

77% to 88% (CI 66.4
%-87.6%, n=61)

Baseline, midterm and
final KPC

BCC activities, training of PDCs and CORPS and application of positive deviant
approach and formation of mothers support groups.

The percentage of children 0-23
months who were breastfed
within the first 60 minutes of
delivery

64%-72% (Cl 57.4%-
70.6%, n=206)

Baseline, midterm and
final KPC

Educate and sensitize communities on the importance of colostrumsin protecting
children from diseases through BCC strategies and formation of mothers support
groups

The percentage of mothers who
indicated that children should be
exclusively breastfed for six
months

81.9 t0 85% (CI 77.6%
86.2%, n=304)

Baseline, midterm and
final KPC

Educate and sensitize communities on the importance of colostrumsin protecting
children from diseases through BCC strategies and formation of mothers support
groups

The percentage of children12-23
months that continue being
breastfed

30.1% to 35% (CI
26.7%-35.3%, n=451)

Baseline, midterm and
final KPC

BCC activities, training of TBAs formation of mothers support groups and
interpersonal communication

The percentage of children 6-59
months that were fed on Vitamin
A rich foods the day before

75.6% to 80% (CI
71.3%-79.9%, n=389)

Baseline, midterm and
final KPC

BCC activities, training of PDCs and CORPs and vegetable growing and cooking
demonstrations.

Control of Diarrheal Diseases

The percentage of households
with designated hand washing
facilities with soap/ash present
that mentioned the importance of
washing hands after defecation
to prevent diarrhea

4% t010% ( CI 1.8%
6.2% n =304)

Baseline, midterm and
final KPC

BCC activities, training of PDCs, CORPs water user committee members on
water and sanitation and establishing locally improved hand-washing fadilities
For demonstration purposes.

Objective 2. To improve home management of the sick

child by promoting timely and appropriate car e seeking at the household and community levels

Malaria

The percentage of children 6-59
months with fever that were
given same or more fluids

784% to 85% (CI
68.5%-88.3%, N=67)

Baseline, midterm and
final KPC

Educate and sensitize communities about the importance of
maintaining/increasing fluids to a child with fever through interpersonal
communication, home visiting,

The percentage of mothers with
children <60 months who
reported giving chloroguine and
fansidar to febrile children at
home

6.3% to 16% (CI 0.0%
12.6%, n=58)

Baseline, midterm and
final KPC

BCC activities, training of chloroquine distributors and shopkeepers about the
new MOH anti-malaria drug policy

The percentage of children 6-59
months that were given same or
more solid/mashed foods

67.8% to 70% (CI
56.6%-79.0%, n=67)

Baseline, midterm and
final KPC

Educate and sensitize communities about the importance of
maintaining/increasing foods to a child with fever through drama, health
education and home visiting.

Percentage of children 0-59
months who were taken for
millet extraction

12.2% to 8% (CI 9.2%
15.5%, n=451)

Baseline, midterm and
final KPC

Mobilize and educate communities for prompt care seeking from quaified health
personnel

Control of Diarrheal Diseases

The percentage of diarrhea sick

67.2%-70% (Cl 56.0%

Baseline, midterm and

BCC activities, nutrition education, training for PDCs and CORPs.
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Indicators

Benchmarks

M easur ement methods

Major Planned Activities

children 6-59 months that were

given same  or more
solid/mashed foods

78.4% n =67)

final KPC

The percentage of diarrhea sick
children <60 months that were
given same or more fluids

81.9% to 85% (CI
73.5% 90.3% n =81)

Baseline, midterm and
final KPC

Educate and sensitize communities about the importance of
maintaining/increasing fluids to a child with diarrhea

The percentage of children <60
months with diarrhea who were
treated with ORS

7.8% to 14% (CI 20%
13.6% n =81)

Baseline, midterm and
final KPC

Educate and sensitize communities about the importance of ORS and other fluids
to a child with diarrhea

The percentage of mothers with
children<60 months who can
identify two signs of diarrhea
reguiring treatment

54.6% to 60% (CI
49.0% 60.2% n =304)

Baseline, midterm and
final KPC

BCC messages on recognition of signs and symptoms

The percentage of children 0-59
months who were taken for false
teeth extraction

41.2%-35% (Cl 36.7%
45.7% n =451)

Baseline, midterm and
fina KPC and focus
group discussion

BCC activities, negotiation with traditional healers

Objective 3. Toimprove accessibility of under five children and women of reproductive age to quality health services and products at both the facility and

community levels

HIV/AIDS

The percentage of mothers with
children <60 months who go for
HIV testing

6% to 10% (¢
3.3% 8.7% n =304)

Baseline, midterm and
final HIV/AIDS survey

BCC activities, facilitation of post test clubs to disseminaeHIV/AIDSmessges

Number of condoms distributed

Increase  number of
condoms distributed in
the project areafrom the
current 12,960 to 50,000

Supervision and Field
officers reports

BCC activities, facilitation of post test clubs to disseminate HI V/AIDSmesages

Number of mothers who receive
PMTCT services

Increase the percentage
of mothersin the project
areareceiving PMTCT
services from the
current 30 to 210

Supervision and Field
officers reports

BCC activities, facilitation of post test clubs to disseminate HIV/AIDS messages

Objective 4. To strengthen National (MOH) and dist

rict capacity toreplicat

e and sustain CIMCI

The number of the specified
structures trained and active.

Capacity building for:
40 Sub-county trainers;
900 CORPS, 100 PDCs
7 CBOs, 84
immunization
mobilizers; 150 TBAS,
100 water user
committee members;
48 CCAs, 21

women/drama
groups; and 60 health

workers.

Supervision and Field
officersreports

Training and refresher courses.

Number of bi-annua newdetters,
quarterly reports and annual

reports produced.

Documentation of
project lessons and
experiences through bi-

Field officers reports,
KPC surveys, HMIS,
Operation and formative

Compiling reports/newsl etters and other documentation on a
timely basis and disseminating them.
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Indicators

Benchmarks

M easur ement methods

Major Planned Activities

annual newsletters (10)
quarterly reports (20)
and annual reports (5)

research findings.




3. Intervention Specific Approach: BCC, Access and Quality

The CIMCI-Pus project will adapt the BEHAVE framework as an overdl and crosscutting
drategy that will be gpplied for dl interventions. This drategy will be used in undersanding and
addressing the enabling and limiting factors for behavior change of al project interventions.

The Minigry of Hedth and partners have developed a household and community IMCI
communication strategy as a basic guide or tool for behavior change. The drategy spells out the
gxteen housshold and community practices grouped in four man caegories (i) Growth
promotion and development; (ii) Disease prevention; (iii) Home management of a sck child; and
(iv) Care-seeking and compliance. The drategy will be implemented by (i) mobilizing partners
and reources a dl leves (i) improving the qudity of interpersond communication a hedth
fadlities (jii) intengfying dissemination of messages and support podtive action & community
and household leves (iv) drengthening the linkages between communities and hedth facilities,
and (v) developing gppropriate supervision, monitoring and evauation tools.

Malaria (35% effort)

According to the CIMCI-Plus basdine survey, mdaria is gill a problem in target communities.
29.3% of the children studied were reported to have had fever in the two weeks preceding the
survey.  CIMCI-Pus identified the following community practices and beliefs as barriers to
behavior change: associating convulsons locadly known as ebihungu’, with ancestrd spirits and
thus requiring traditiond means of treatment, seeking care for children with madaria and difficult
breathing from treditional healers to treat the millet disease. It is believed that malaria is caused
by eaing mangoes, drinking un-boiled water, ran and drinking concentrated milk.  The
trestment involves an incison being made on the child's chest using shap metdlic and often un-
derilized instruments to extract the “millet” .

To address the above bariers, the mdaria BCC drategy will focus on maaria control and
prevention activities that include: Improved mdaria disease recognition, promotion of early care
seeking for childnood mdaria, use of insecticide-trested mosquito nets, including regular re-
treetment of nets and promotion of intermittent presumptive trestment (IPT) for pregnant
women. Key BCC messages will focus on: how mdaria is tranamitted, importance of children
and pregnant women deeping under insecticide treated nets, and how nets can be used whether
people deep on a floor or a bed, recognition of sgns and symptoms of mdaria, home
management of fever (giving a child the same or more fluidfoods during sckress), rdiable
sources for anti-madaria drugs, drug compliance, where to seek medicd care and advice in the
firsg 24 hours of the on set of maaria Messages will be ddivered through appropriate channels
that incdlude drama and film shows hedth education sessons, distribution of IEC materids and
home vigting.

To ensure the qudity of messages CIMCI-Pus will follow the MOH communication drategy for
child surviva, growth and development. The project will use experienced BCC daff; CORPs
and implementing partners (supervised by the project BCC specidist and hedth sub-didtrict
medica officers) to sendtize and educate caretekers to further enhance the qudity of messages.
A podtive deviant gpproach to behavior change will be applied to influence caretakers
household practices and discourage harmful practices. The pogtive deviant gpproach will be
employed usng mothers who have successfully managed to prevent maaria usng ITNs to
influence other mothers to take up the practice CIMCI “Model homes’™ will be identified and
communities will be encouraged to learn from their podtive practices In addition, exchange
vidts to learn from the experiences of CIMCI phase | sub-counties will be encouraged during
CIMCI-Pusimplementation.
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Magor activities will include training of hedth workers (60), PDCS (100) and community own
resource persons (900), community awareness and sendtization, formation of socia support
groups (bed net clubs), increesing accesshility of ITNs a sub-county level, advocacy for
aufficent drugs a the hedth facility level, support dipping and re-dipping of mosquito nets and
active participation in nationd madaria days. CIMCI-Plus will sendtize caretakers, women of
reproductive age and men for behavior change. School children will dso be targeted with
messages to dissaminate at school and communities through school choirs. Fied officers will
support the process of forming the mosquito nets clubs in the communities to increase ther
purchasing power by pooling resources as was in phase |. At least three (3) bed-net groups will
be formed in each of the target sub-counties. The project will aso support the digtrict efforts to
treet and retrest mosuito nets a the community leve through community mobilizetion and
hedth education during the exercise. As pat of advocacy activities, the project will actively
participate in nationa maaria days where key mdaria experiences will be shared with others.
Project dtaff will be encouraged to participate by erecting mdaria ddls. Staff will dso lean
from other partners to bring new idess that reinforce our practices. To sustan behavior change
outcomes such as mosguito net use and early care seeking, the project will ensure that awareness
activities are integrated in the sub-county development plans.

To increase access to ITNs, the project has dready and will continue to didogue with private
sector digtributors such as PSI and Quadlity Chemicads Limited to establish a least one outlet in
each of the target sub-counties at ordinary shops and/or registered private clinics. CIMCI-Plus
will not directly be involved in the procurement and sde/didribution of ITNs. The purchase and
supply of ITNs a the sub-county level will be sustained through encouraging household income
generating activities by linking beneficiaries to existing micro-credit inditutions. The project
will negotiate with private suppliers to supply ITNs a subsdized rates. Since the suppliers will
earn profits, they will be motivated to continue the supply. The MOH has embarked on scaing
up the national voucher sysem to maximize access of ITNS a subsdized prices particularly for
children and pregnant women. The sysem was tested and proved a potentia drategy to
maximize ITN access in the country. In addition, the government is in the process of obtaining
globd funds to supply approximately four million free ITNs to the most vulnerable groups. This
will further increase ITNs accesshility.

The MOH recently introduced a home-based management of fever drategy in under-fives usng
a pre-packaged combination of chloroquine and fansdar (homapak) as the first line of trestment.
The new palicy is currently in 30 didricts excluding Ntungamo. However, with support of The
Globad Fund, the MOH is in the process of scding up to the remaning 26 didtricts including
Ntungamo to have the complete national coverage. Under the policy, MOH and Africare will
provide BCC messages, training of community based drug digtributors in support of this policy.
CIMCI-Rus will thus follow the WHO “Roll Back Mdaia (RBM) drategy. The drategy
includes. (i) case management; (ii) IPT for pregnant women; (iii) vector control; and (V)
epidemic prevention, preparedness and response. The project will contribute to this Srategy
through the maaria BCC approach as explained above. To enhance access and sugtain anti-
maaria drugs supplies, the project will continue to advoceate for ther congdent avalability at
hedth fadlities and in the community through DHT meetings and meetings with key decison
makers.

The CIMCI-Fus M&E sysem will improve on hedth faclity data management, report
compilation and utilizetion to endble the didrict use data to influence didrict drug procurement
and dlocation procedures without unnecessary ddays that ae frequently caused by either
delayed submisson of reports, requistions and/or poor drugs projections from hedth facilities.
Using operations research, the project will conduct an in-depth study about the millet disease and
use information to design appropriate messages to eiminate the practice.
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Immunization (25% effort)

This intervention was added in response to the compeling need for improved immunization
coverage due to a marked decline in the numbers of children being fully immunized. Based on
the recent CIMCI-Plus survey, only 38% of children 12-23 months are fully vaccinated, with less
than 29% fully vaccinated before ther first birthdays. This is attributed to the high drop out rates
(25% for DPT and 28% for polio). The drop out rate results from falure of hedth workers to
follow routine immunization outreech schedule, short and inadequate immunization sessons that
ae not integrated with antenatd care a hedth fadlities mothers beliefs that vaccines may
contain the HIV virus, and a bdief that children fal sck and die after nationd immunization

days.

To address the above practices and bdiefs the BCC immunization dstrategy will focus on:
education and sengtization of communities to fully immunize their children before the firg
birthday and pregnant women to receive a least two tetanus toxoid injections. CIMCI-Pus will
disseminae the following key messages to overcome the bariers, (1) immunization is safe, free
of charge and protects the children from the eight diseases that can kill or disable children, (2)
importance of caretakers following the immunization schedule, (3) dl women to complete five
doses of tetanus toxoid injections and (4) give vitamin A to a child to develop strong immunity
againg diseases. Hedth workers and fidd officers will disseminate the messages during Satic
immunizetion and immunization outreaches. Others message  dissaminators  will  indude
community resource persons, immunization mobilizers, sub-county extenson  gaff,  school
children, village leaders and private providers. The project BCC specididt, Didtrict cold chain
officer, monitoring and evauation officer and hedth unit will supervise message dissamination
to ensure that correct messages are delivered and to suitably respond to any emerging issues that
may hamper behavior change. The project will work with MOs to optimize schedules of
immunizetion sessons a hedth fadlities, taking into condderation current patient flows and
mothers  perceptions. In-charges will ensure that immunization sessons ae catried out a
announced days and times, and that vaccinators are available during these schedules. CIMCI-
Fus will focus on message dissemination since this is an area that was identified as a ggp by the
DHT.

Magor activities under immunization intevention will indude traning; support and
drengthening of  immunization  outreech; community  mobilization and  sendtization;
grengthening women groups, faith based organizations (FBOs), CBOS and NGOs especidly
URCS to actively promote immunization; household competitions, monitoring and supervison;
digribution of IEC materids and active paticipaion in nationd immunization days through
mobilization and sendtization of mothers and caretakers to teke children a the immunization
posts during the exercise. CIMCI-Plus project will train hedth workers (60), drama clubs (21)
and parish mohbilizers (84), and COPRS (900) in communication skills immunization safety,
organization of daic and outreech activities, or other skills that may affect community
members decisons to use immunization services. These dructures and groups are linked
together by the NGOSCBOs forum in the district and the community development department,
which bring them together both a the Sub-county and didrict levels. The project will work with
groups that are recognized by the Sub-county and the didrict. The project will support
immunization outreech through joint planning, mohbilization and sendtization of communities to
utilize avaladle services. Other mobilization drategies will indude home vigts education
sessons, and dramalfilm shows.  As pat of the sustainability Strategy of podtive immunization
household behaviors, the project will involve CBOs, women groups and FBOs in planned
immunization to maximize coverage and sustain mobilization activities beyond the project life.
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The project will aso support ‘child days’. This will be done twice yealy activity (May and
November) by MOH to revitdize immunization. Other activities that take place on child days
include de-worming and vitamin A supplementation. The project will support the activity by
mohbilizing communities to bring children to desgnated posts and hedth fadlities. Household
competitions will be held once in the middle of the project and relevant prizes like ITNs, hand
washing faciliies will be given to motivate best peforming households in practicing 16 key
behaviors including vaccinations to encourage others to emulate postive behaviors. 1EC
materids on immunization trandated in the locad language will be digributed. To enhance
qudity of immunization activities the proect M&E Specididt, hedth in-charges and the cold
chan officer will routindy monitor and supervise ectivities usng EP checkligs. CIMCI-Plus
will use the IMCI facility surveys and LQAS to collect information to use to evauate and
monitor the immunization performance in the program area. The data will be used to track
immunization coverage over time. Formative research will aso be conducted to find out why the
hedlth workers are not consistently following routine immunization outreach schedules.

The project will dso support and actively participate in national immunization days. Community
mobilization and awareness creation prior and during the exercise will be Africare's centrd role.
The MOH through EPl has a well-established cold chain network that ensures steedy supply of
vaccnes dl the time Static immunizations are caried out & dl the hedth fadlities in the
Didtrict once a week and each hedth facility carries out weekly outreach activities on a weekly
basis. Thereisno problem associated with access of vaccines envisaged in target communities.

HIV/AIDS (15% effort)

HIV/AIDS is an additiona intervention under CIMCI-Plus with 15% levd of effort. The leve of
effort has been influenced by other partners such as TASO, AIM, AIC and UWESO who are
implementing related ectivities in the didricc and other Africare match funded HIV/AIDS
activities. According to the recent household KPC survey, there is stigma and discrimination of
PLWAS. Only 43% of mothers indicated said that they could dlow an HIV postive child to play
with thars. Information from focus group discussons reveded that an HIV pogtive test induces
individuals to die faster, mismanage resources and/or intentiondly infect others so as not to die
done. There is limited use of VCT services, only 6% of the women interviewed had gone for
HIV tedting. There is little knowledge about mother-to-child transmisson (MTCT). Only 36.2%
of mothers cited that HIV/AIDS can be transmitted through pregnancy, ddivery and
bresstfeeding. Anecdotes indicate that there is limited and inconsstent use of condoms including
marita unfaithfulness

CIMCI-Pus will work closdy with hedth workers to creste awareness about PMTCT and
voluntary counsding and testing (VCT) sarvices and will link communities to the hedth
fadlities for service utilization. Messsges amed a reducing stigma and discrimination will aso
be emphasized. Key messages on PMTCT will incdlude not bresstfeeding a dl for newborn
children by HIV pogtive mothers, exclusve breedtfeeding for the firg three months or sx
months and stop to introduce complementary feeding, encouraging pregnant women to seek
VCT sarvices to ensure access to nevirgpine in the case of sero-pogtivity to prevent thar
children from acquiring the virus. In addition, the project will emphasize that knowing one's
HIV/AIDS datus helps one plan better on€'s life through counsding if postive and/or avoid any
possible source of transmisson if negative.

The project will promote al the three messages during awareness cregtion campaigns and will
refer mothers to the trained hedth workers for further counsdling to make informed decison on
the appropriate infant feeding choices. In the communities, the main replacement feeding option,
which is dso reatively afordable, is cow's milk. The modified formula feeds are not eesly
accessble and are very expensve for rurd mothers.  Other messages include treeting HIV/AIDS
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like any other disease and caring for the sick including orphans. CIMCI-Plus will adgpt the
Uganda Abdgtain, Be faithful and use Condoms (ABC) modd as the BCC drategy. Project
messages on ABC will place emphasis on the prime importance of onsstent and correct use of
condoms, and fiddlity in ardaionship.

Key proect eactiviies under the HIV/AIDS intervention will incude (1) community
mobilization and sendtization, (2) traning of community counsding ades (3) condom
digribution, (4) support and paticipation in World AIDS Days, and (5) support VCT mobile
outreach. CIMCI-Pus project will place emphaess on community mobilization and senstization
activities that include: peer hedth education taks in school and regular community meetings,
dramafilm shows, IEC materids didribution, and home vigting. Usng the BEHAVE
framework, audiences will be segmented according to the group of behaviors targeted for change
thus avoiding message overload for any given audience. In the same way, specific channes will
be sdected teking into consderation the effectiveness of each channd in reaching specific
audiences. The project will refresh community-counsding aides (48) in basic counsding sKills,
tran CORPS (900), post test clubs (7), PDCs (100) and TBAs (150) in  mohilization and
communication skills for VCT and PMTCT sarvices. The project will support and participate in
mgor HIV/AIDS events incduding World AIDS Day. On such events, testimonies from
community members who have changed their behavior will be encouraged. Key government
officiaswill beinvolved to witness and advocate for services such asVCT and MTCT.

The project will use training manuals developed by TASO and MOH. The project will partner
with the NDHS, AIDS Integrated Modd Disrict Program (AIM); The AIDS Support
Organization (TASO); AIDS Information Center (AIC); and Uganda Women's Efforts to Save
Orphans (UWESO) to ensure the qudity of BCC messages and training. Other partners will
include FBOs and CBOs to scde up and hdp susan message disssmination activities.
Monitoring and supervision will be done by the hedth workers, CIMCI project saff and AIC a
hedth facility levels. AIC produces monthly reports on VCT services that help to monitor
progress in VCT and PMTCT savice utilization.  The partnerships and monitoring activities
will help sugstain podtive behavior changes such as increased care seeking for VCT, PMTCT
sarvices and condom use. Access to supplies such as condoms and sexualy transmitted
infections (STI) drugs are provided by the MOH and will be sustained. The MOH and AIC are
providing HIV tegting kits. The Didrict has 9 laboratory technicians who dso carry out HIV
testing, 111 and 20 hedth workers are traned in PMTCT and VCT respectively. MOH is
supporting provison of Nevirapine to pregnant women and newborn children a the four mini-
hospitds of Kitwe, Rwashamare and Rubare and Itojo, didtrict referrd hospital. Antiretro-vird
Therapy (ART) is only avalable a the regiond hospitds Ntungamo's clients are referred to
Mbarara regiond hospitd. CIMCI-Plus will continue to be complemented by Africare Title Il
feeding program that provides food supplementation to people living with HIV/AIDS (PLHA)
and orphans.

HIV/AIDS behavior changes such as continued testing and safer sex practices will be sustained
through FBOs and CORPS during mobilization and sendtization activities a the community
level. HIV/AIDS being a multi-sectora problem, every sector or department in the district has a
program on HIV/AIDS to leverage synergies to sustain behavior change. Any opportunity where
people are gathered will be utilized to address issues of HIV/AIDS through constant reminders
and advocacy particularly by local arealeaders.

Nutrition, Micronutrients and Breastfeeding (15% effort)

The recent household survey indicated that nutrition; micronutrients and breestfeeding practices
are undesrable. Only 48% of children 0-6 months were exclusvely breaedtfed a the time of the
survey; 24% continued bresstfeeding the children for a leest 24 months. Focus group
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discussons reveded that mothers often give water to newborn babies before initiating
breastfeeding. The reason is that mothers take some time to produce breast milk after deivery.
Mothers sometimes dat giving children additional foods before the age of Sx months
responding to the child's gpparent desire to egst. Mothers believe that even if they are breastfed
many times in a day, they do not get satisfied. The BCC CIMCI-Plus approach to address
barriers under this intervention will focus on the following messages 1) exclusve breastfeeding
of infants up to sx months, (2) gppropriate complementary feeding after the sxth months of age,
and continued breedtfeeding until 24 months including emphasis on the vaue of continuing
feeding during illness(3) appropriate nutritiond management of adl sck and manourished
children according to IMCI guiddines, (4) Adequate intake of vitamin A-rich foods and/or
vitamin A supplements by women, infants and children; and (6) Adeguate intake of iron in
combination of other micronutrients and other interventions to prevent anemia.

Fvotd activities to enhance the messages and overcome aforementioned barriers will include:
(1) Orientation of TBAS (150), GORPS (900) and PDCS (100), (2) community mobilization and
sendtization, (3) edablishing backyard and front yard gadens (4) rabbit rasng and
esablishment of fish ponds. Orientation of aforementioned structures will be organized and
conducted in patnership with didrict nutrition, veterinary and agriculturd  officers and
community development assgtants to provide technicd qudity asssance and NGOs particularly
ADRA and the Kyera Farm project to provide demondration sessons. Orientation will focus on
cgpacity building skills in rasng vegetable nursery beds rabbit rasng and aguaculture,
baanced diet and skills in mobilizing and sendtizing others. The project BCC specidig, didrict
agriculture, veterinary and agriculture officers will supervise training activities.

The project will conduct nutrition education sessons through drama, cooking demongrations
and IEC materids digributions. Discussons with mothers reveded that the mgor bariers to
exclusve breadfeeding are inadequate bresst milk and early pregnancies. BCC messages will
place emphass on mothers breastfeeding more often to stimulate milk production and proper
feeding for pregnant and lactating mothers. At least 3 cooking demonstrations will be conducted
per sub-county over the life of the project to help motherscaretakers learn how to prepare a
baanced diet usng locdly avalable foods. In order to address bariers to breastfeeding, the
project will apply the podtive deviant approach where mothers support groups will hdp in
demystifying myths and fase practices regarding bresstfeeding. CIMCI-Plus will  promote
increased household availability and diversity of food as wel as household food security. Using
matching funds, CIMCI-Plus will continue supporting the growing of spinach, carrots, eggplant
and cabbage. Locd rabbit breeds, fish such as mdarcup and tilgpia will be rased to enhance
intake of protein rich foods. In addition, interpersona communication and podtive deviant
approach will be agpplied where mothers doing well will share their good practices to influence
behavior change.

As in CIMCI phase |, the project will seek community contributions for these ventures, such as
land for gardens, localy available condruction materids and fishponds to enable communities
own and sudtain ensuing benefits In addition, the project will encourage beneficiaries to
generate incomes from surplus produce that will sustain pogtive behavior change outcomes such
as consumption of vitamin A and protein rich food. This in he same way will maintain access to
the much- needed foods for child survival.

Childhood Diarrhea Diseases (10% effort)

Focus group discussions reveded that mothers perceived causes of diarrhea to be: breast-feeding
a child when the mother is pregnant, false teeth (ebiino) and the development of the norma
teeth. Diarhea was dso associaged with inhaing wind and worms. It emerged from the
discussons that mothers commonly give locad hebs (chewed and ordly administered) to
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children with diarhea. The KPC indicated that 36.6% sought care outside the home;, 7.8% used
ORS; and just 4% of the households had hand-washing faciliies. The CIMCI-Plus BCC key
gpproach to diarrhea to overcome the barriers is promoting improved hygiene and sanitation and
home-based management usng ORS and other locdly available fluids. Key BCC messages will
include exdusve breadtfeeding for the firg sx months with emphass on mothers providing
colostrum, proper disposa of feces including children’s feces in the larine washing hands with
water and sogp/ash after using the latrine before preparing food, feeding the baby and before
eding; giving more or the same amount of fluidsfood during diarrhea episode; recognition of
dgns and symptoms of mdaria that require immediate treatment and emphasizing that fase teeth
(which are believed to be maggot-like substances in the child's gum only trested by extraction)
in children does not exist and caretakers should desist from taking their children for extraction.

The project will cary out the following ectivities (1) Condruction of smdl water supply
sysems (for example, protected public wdls) (2) community mobilization and sengtization (3)
training of water user committees (100), PDC (100), TBAs (150) and CORPS (900) and (4)
formative/operations research on factors that influence hedth care patterns for harmful practice
of fdse teeth extraction. This will be done through conducting key informant interviews and
focus group discussions on the attitudes, beliefs and practices. Results from OR will be used to
design appropriate messages and in the development of concrete drategies for addressing the
harmful practices.  With matching funds, Africare will work with communities to build and
protect water sources such as shalow wels, springs and water tanks a community and hedth
facility leves. The project will tran locd masons to support the project water specidist in
congtruction and protection of water sources. At least 100 water-use committee members will be
traned to protect and sustain water sources. They will be trained in water source maintenance
and resource mobilization. Other dructures that include TBAS, CORPS and PDCs will be
oriented and given <kills as change agents in correct mixing of ORS, meking smple and
affordable hand-washing fadlities, community mobilization and communicaion <kills to
disseminate key BCC messages. ORS will continue to be provided through the government
hedth facilities and through private providers where possble. Traned sructures will dso be
used to digribute ORS a the community level to ensure its continued access. Hedth assgtants
and in-changes including field project daff, will organize and conduct training activities. The
digtrict and county hedth ingpectors including the project BCC specidist will do monitoring and
upervison to maximize the qudity of traning induding condant regular digtribution of ORS.
Training manuas will be obtained from UNICEF, Directorate of Water Development (DWD)
and the MOH.

Community mohilizetion and sendtization activities will focus on promoting sanitation and
hygiene a the household levd with hand washing facilities, encouraging caretakers to use ORS
and readily avaladle fluids manly from cereds such as porridge and to seek immediate care
when the child is Sck. Awareness creation channels will include drama showsfilms, household
vigts and digribution of IEC materids on diarrhea. Podtive behavior change outcomes such as
washing hands after latrine use with sogp/ash, correct use of ORS and locdly avalable fluids
will be sustained through congtant reminders by CORPS and PDCs at household and community
levels through mobilization and sengdtization activities.
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PARTNERS INVOLVEMENT IN THE CIMCI PLUSPROGRAM

PARTNER

AREA OF
PARTNERSHIP/
COLLABORATION

ROLESIN THE PARTNERSHIP

Ntungamo District Loca
Government

Malaria, Immunization
Nutrition, HIV/AIDS,
Diarrhea

Technica support and advocacy to project activities, integration of project activities in
their development plans, co-implementers, monitoring and supervison, provision of
hedth services in project areas, and mobilization of local resources to sustain the
program

Ministry of Hedlth

Madaria, Immunization
Nutrition, HIV/AIDS,
Diarrhea

Policy framework and advocacy, provison of technica reference materials and
guiddines, support scaling up the best practices, hedth workers sKills strengthening,
equipping hedlth facilities and ensuring steady supplies of essential drugs, hedth facility
assessments, financia support to child days and re-dipping of ITNS

WHO Madaria, Immunization Provison of technica reference materials, hedth facility assessments, information
Nutrition, HIV/AIDS, sharing and dissemination
Diarrhea
UNICEF Madaria, Immunization Provision of technical reference materials, co-implementers of CIMCI in the Didtrict,
Nutrition, HIV/AIDS, information sharing and dissemination, and provide technica support to address PMTCT
Diarrhea
Uganda Red Cross Society Madaria, Immunization Provide access to subsidized ITNs to communities, awareness and prevention activities,
Nutrition, HIV/AIDS, training of community resource persons, and sharing |EC materias
Diarrhea
AIM HIV/AIDS Increasing access to VCT services in the Didtrict, provision of financia and technica
support to CBOs and FBOs to carry out awareness and prevention activities, information
sharing and dissemination and provide technical support to address PMTCT
AlC HIV/AIDS Information sharing and dissemination, provison of voluntary counseling and testing
services, and financial and technica support to Post-Test Clubs to disseminate
HIV/AIDS awareness and prevention messages
TASO HIV/AIDS Training of HIV/AIDS Community-based counsdling aides, and provison of HIV/AIDS
related |EC materids
Straight Talk Foundation HIV/AIDS Provision of IEC materials and conducting a weekly HIV/AIDS straight talk” program

on local FM radio stations
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PARTNER

AREA OF
PARTNERSHIP/
COLLABORATION

ROLESIN THE PARTNERSHIP

Compassionate | nternational

HIV/AIDS

Financid and psycho-socia support to HIV/AIDS orphans and other winerable children
including hedlth and education

PSI HIV/AIDS Provide access of subsidized ITNs to mobilized communities in target sub-counties and
Mdaria sociad marketing of condoms

Qudity ChemicasLTD Mdaria Provide access of subsidized ITNs to mobilized communitiesin target sub-counties

UWESO HIV/AIDS HIV/AIDS awareness and prevention activities

ADRA Nutrition Technica support in vegetable gardens, rabbit raising and cooking demonstrations

Kyera Farm Project Nutrition Technica support in vegetable gardens, rabbit raisng and cooking demonstrations

Africare UFSI Nutrition Technica support in vegetable gardens, rabbit raising and cooking demonstrations

MACIS Madaria, immunization Provides a nationd fora for information sharing between the MOH, partners

Nutrition, HIV/AIDS,
Diarrhea

NGOs/PVOs and the private sector in the country particularly on best practices for
scaling up

Communication for Development
Foundation Uganda (CDFU)

Madaria

Share |EC materials

Sub-county-based CBOs

Malaria, Immunization
Nutrition, HIV/AIDS
Diarrhea

Community awareness and sensitization activities and spearhead sustainability efforts at
community level by integrating project activitiesin their work plans

Makerere University Madaria, Immunization Provide local consultancy services in data collection and anaysis during basdline,
Nutrition, HIV/AIDS, midterm and final evaluation surveys
Diarrhea
DWD Diarrhea Policy framework on water and sanitation and technical related reference materials on
water and sanitation
FBOs Madaria, Immunization Community awareness and sensitization activities
Nutrition, HIV/AIDS
Diarrhea
CORE Madaria, Immunization Provision of technical reference materiads, and technical support in documentation and

Nutrition, HIV/AIDS
Diarrhea

sharing of project experiences at international and national levels

Mad aria Consortium

Madaria

Provision of technical materials related to malaria prevention and treatment
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Project Sustainability Plan

The CIMCI Plus Project recognizes that sustainability is an important component of the program
that requires careful atention over the life of the program. In the context of CIMCI Plus,
sudtainability is defined as a planned, dynamic and creetive process that (a) facilitates the
evolution and continuation of program interventions, (b) mantans or expands hedth benefits
achieved through the program and (c) builds on the capacity of locd communities and loca
organizations to carry on the work after the project has phased out.  In addition, there are a
number of exiding synergies which will hep sugain both program and hedth outcomes. These
include strong support from the Ministry of Hedlth and the Nationd Government for the GIMCI
drategies, drong patnerships with locad and nationd NGOs whose progranming are
complementary to the GIMCI project and whose capacity to continue on these programs will be
built over the next four years through CIMCI; and, findly, the ability of CIMCI to be brought to
scae, which is currently an undertaking of the national MOH and its decentralized structures.

Africaré's gpproach to sudtainability is based on over 30 years of experience working with
communities in Africa. Key draegies to susain CIMCI Plus are (1) Partnership building; (2)

Capacity building; and (3) Scaling up best practices.

Partnership building: The project's patnership drategy is multi-disciplinary, cregting new
synergies between the public hedth sector, private sector, NGOs, academia, research and rura
communities. The program will continue building linkages by hanessng technica expertise of
loca academic and research inditutions, government agencies and NGOs in order to bring
solutions a community level in synergisic and convergent manner. As in phase |, the project
will continue patnerships to creste shared commitment and underdanding in  program
implementation. This will be achieved through regular and experience-based didogue, mutud
respect and constant consultation.

The Didrict is the mgor implementing patner and is committed to sustaining CIMCl as
portrayed by the words of the District Charperson “during phase |, Africare helped us to
perceive our child health problems and to find solutions to them. During phase 2, it is our
role to work with Africare to further build our capacities, expand and sustain these
solutions’. At the sgning of the MOU, the Didrict affirmed her commitment. CIMCI Pus
activitieswill be integrated into the Didtrict and sub-county development plans.

Capacity building: As in phase I, capacity bulding will continue to be a mgor suganability
strategy. CIMCI-Plus will work with and tran 900 CORPs, 100 PDCs, 49 community
counsding ades, 21 dramalwomen groups, 150 TBAs, 84 immunization mobilizers, 60 hedth
workers, 40 sub-county trainers and 100 water user committee members. They will be trained to
facllitate and sugtain the implementation of CIMCI project planned activities a the community
levd during and after the project period. They will dso work to drengthen sustainable linkages
between communities and hedlth facilities

Scaling up: The Ministry of Hedth embraced Africare’'s CIMCI phase | project as a modd for
implementing IMCI component three in the country. The project will continue documenting and
sharing tools and other experiences that increase project’'s impact and vishility beyond the
geographica limits of the project locations. The primary gpproach that will be used is that of
making the project’s experiences known to the wider audience by participating in workshops,
conferences and distributing tools developed by the project. Working with Africare's Office of
Hedth and HIV/AIDS, CIMCI Plus will continue a process of rigorous program documentation
with a focus on national government and MOH support for the program. Project daff hes
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dready begun this process with the documentation of AfricarelUgandas experience usng the
multi-sectord  platform to achieve sustained child hedth outcomes. These efforts will continue
as Africare explores other opportunities with the Ministry of Hedth and its decentrdized
dructures.  As this is a follow-on project, Africare will begin to look serioudy a the issue of
government support and its importance in sudaining project results.  Any documentation
produced during the life of the project will be shared to the child survivd community through
such media as the CORE Group.

3. Program Monitoring and Evaluation (PME) Plan

Current Information System

There is a hedth information system in the target area, though it does not sufficiently generate
quaity data At the community level, there are community own resource persons (CORPS)
trained by BASICS Il and PDCs trained by UNICEF. On a quarterly bass, they collect multi-
sectord data that include latrine coverage, water and sanitation, housing status, school children
enrollment, immunization coverage, agriculture and household income. Over the last one year,
the UNICEF country program introduced an additional tool to capture data on deaths/births for
under-fives. This information is compiled on a monthly basis. The data collected are used to
inform the didrict on key household practices mortdity and morbidity trends including
community critical needs to use for planing. During phase I, in patnership with DISH I
Project, the project focused on training hedth workers in data collection, interpretation/ analyss
and use but there was no refresher training and follow up and support supervison. This was
supposed to be done by DISH 11, which phased out before end of the CIMCI project thusleaving
some gaps in the HIS which CIMCI Plus will address.

At the hedth facility leve, the Ntungamo Hedth Services uses the naiond MOH recommended
HMIS forms. The forms capture data on care seeking of mgor diseases including those that
relate to childhood illnesses (maaria, diarhea, manutrition, ARl and HIV-AIDS), hedth
sarvices utilizaetion and human resources.  Hedlth workers collect data and send it to the hedth
ub-didrict level. From the sub-didtrict, it is sent to the digtrict for basc andyss by the HMIS
Officer and then to the MOH for detailed analyss and aggregation. On some occasions, hedth
workers are provided with some skills to be able to use the data in decison-making. However,
the hedth workers <ills are not adequate enough and yet information use is aso affected by
delayed feedback a the nationa level. In addition to the HMIS data, the didrict carries out
weekly diseases survellance on notifiable and epidemic potentia diseases to avoid possible
widespread of epidemics. There is dso on going hedth facility assessment by the MOH with
support from WHO on an annua bass. Africare will supplement information collected from
facility assessments by conducting formative/operations research described in this document.
Africare will, in addition, and where necessary use the data from hedth assessments to formulate
appropriate srategies that reinforce implementation of the project.

Linkages Between Community and Facility Data

Currently, there is minimad linkage between the community level data and hedth facility data
CIMCI-Plus will create gppropriate linkages between the two levels. Both community and hedlth
fecility data will be reviewed during the quarterly DHT/partners meetings a the didrict leve. To
avoid collection of unnecessary and or overlapping data, CIMCI-Plus will use fadlity-based
records and CHIS data for monitoring. For evaluation purposes, additiond sudies that include
KPCs and other studies will be conducted.

A forum a the hedth fadlity levd will be put in place where hedth workers and CORPs will
meet biannually to share information and take appropriate action. CIMCI-Plus's CHIS will build
upon the exigting monitoring tool for PDCs developed in CIMCI phase | and on those developed
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by UNICEF and BASICS Il. PDC and CORPS will be responsible for data collection. The
program will build the skills of PDCs and CORPs in the target area. Ther training will include
use of tools in data gathering, compilation and reporting. The CHIS tools will be modified to
capture critical data with focus on children under-five and pregnant women such as bed net use
and completion of immunization. Lessons learned will be shared with the centrd MOH and the
NGO community for potential use and replication.

Monitoring and Evaluation Tools

CIMCI-Plus will use four mgor tools to monitor and evaduae the project progress. (1)
Household KPC survey tools that will be used a basdine and find evauation. The basdine KPC
survey was done a the beginning of the project (January 2004) as part of the project start up
activities. (2) LQAS, which will be used to monitor program results. Unlike in phase |, which
used the midterm KPC, survey, CIMCI-Flus will employ this method by modifying the KPC tool
and usng a smdler sample sze (3) HMIS a hedth facility leve to track hedth care-seeking
behavior for intervention areass, and (4) CHIS to track behavior change a household and
community levels

In addition, specid dudies usng smple quditative and quantitative tools such as focus group
discussons will be conducted to collect information on key aess criticd to child survival.
Information collected from such studies will be used to develop appropriate messages that
overcome barriers to behavior change. Project staff particularly the monitoring and evauation
daff and hedth workers with externa technicd assgtance will be trained in using tools such as
LQAS to enhance qudity of data In order to obtain quaity and/or reliable data, CIMCI-tallored
PRA tools such as resource mapping will be used. Through community PRA, beneficiary
communities will obtan information that will assg them in identifying locdly avalable
resources for use in addressng child hedth problems By empowering beneficiary communities
to paticipate in informetion collection, they will be ale to paticipate in monitoring and
evauating project progress in their communities. Project staff and partners will be responsible to
develop, modify and pre-test tools.

The KPC surveys and LQAS will fetch quantitative data focused on CIMCI-plus catch indicators
under each of the five intervention arees. The HMIS tool will gather quantitaetive data on
notifisble and potential epidemic diseases (cholera, dysentery, mdaria, meedes, neonatd
tetanus, acute flaccid parayss, suspected rabies, guinea worms, deeping sickness, and plague).
Data are compiled by hedth workers on a dally bass. The CHIS tools will be used to collect
information on births and deaths, household practices and community needs. The information
will be collected and updated by CORPS and PDCs on a quarterly basis supervised by hedlth
assgants. Hedlth workers, CORPS, PDCs and project staff will be trained and/or refreshed on
the gpplication of reevant data tools from different sources and utilization to maximize decison
meaking. Close supervison during data collection will be enhanced.

During phase |, the project developed the tool that captures process indicators to include;
number of IEC materials digtributed, heslth educetion sessons, home vidts, drama shows mobile
cinema shows and other project accomplishments. The Fied Officers will, on a daily bass, use
the tool from which quarterly and annua reports will be compiled and shared with the donor and
other partners. Other reports will include basdine assessments; LQAS, operations research,
detailed implementation plans and find evauation.

The CIMCI Pus Project documentation, monitoring and evauaion plan will ental: (1) KPC
household basdine survey a the beginning of the proect (January 2004); (II) Midterm
evduation (usng LQAS) that will be conducted after two and haf years of project
implementation (May 2006); and (I11) Find evauation that will be done in July 2008. Operations
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and formative research activities will be conducted in the initid years of the project (second and
third years) to enable the project generate data that can influence project implementation over the
life of the project. In addition, the project will produce bi-annual newdetters, quarterly and
annual reports that present project progress, successful stories and other related outcomes that
will be used as part of monitoring and eva uation process.

Data Analysis and Dissemination Strategies

Data collected from KPC and LQAS surveys will be andyzed by the locd hired datidtician.
Trained hedth workers will andyze data from the HMIS while the DHT and partners will review
data from both HMIS and CHIS. Information will be shared through dissemination workshops
organized immediatdy after data have been andyzed. Only key data will be disseminated and
presented in a smple manner for easy interpretation to simulate action at dl levels. Consensus
workshops will be organized to agree on the next steps. At community leve, data will be
disseminated in the local language in collaboration with NDHS. At the didrict leve, data will be
shared during the quarterly DHT medtings. At the nationd leve, a network of child surviva
NGOs cdled Mdaria and Childhood Ilinesses Secretariat (MACIS) where Africare is the host
has been created. This network, in partnership with the MOH, forms the fora for dissemination
of key rests of progranmdic  importance  incduding  replicability  through
conferences'workshops.  Policy makers and other key decison makers will draegicdly be
invited to attend such workshops to advocate for emerging issues that promote child surviva.

Africare HQ will provide support for publication and the dissemination among other PVOs and
the globa child survivd community. As duing CIMCI phase |, the project will prepare bi-
annud newdetters and circulate them widdy among implementing partners. New  experiences
will be shared through appropriate national and international forums. CIMCI-Plus will continue
to hogt nationa, regionad and internationa vidtors and the donor community to share
experiences. Opportunities will be created for program gaff a internationd levels to learn and
disseminate experiences such as a CORE-organized meetings.
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Monitoring and Evaluation Matrix

Ntungamo District Health Services Staff (NDHSS) = 1; Project Field Staff (PFS) = 2; Consultant Statistician (CS) = 3; Baseline (BL) =4
Mid-Term (MT) = 5; Final Evaluation (FE) = 6; Ntungamo District Health Service (NDHS) = 7; USAID = 8; Ministry of Health (MOH) = 9; Malaria and Childhood IlIness

Secretariat (MACIS) = 10; NGOs=11; Communities=12; Field Officers (FO) = 13; Research, Monitoring and Evaluation Officer = 14; Behavior Change Communication
Specidist (BCCS) = 15; District Health Management Information Systems (DHMIS) = 16; Monthly = 17; Quarterly = 18; Annual = 19; Bi-annual = 20
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Indicator Data Required Data Tools Data Data Reporting Circulation
Collected By [ Analyzed by Freq
Objective 1. To promote the knowledge and behaviorsrelated to prevention of childhood illnesses at the household and community levels.
Malaria
1. Increase percentage of children aged 0-59 months Number of children 0-59 KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
who slept under an insecticide-treated net the previous | months of age who slept LQASand 12
night under an ITN previousnight | FGDs
2. Increase the percent of mothers who took anti- Percent of motherswho took | KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
malaria medicine to prevent malaria during pregnancy. ant malariamedicine to LQASand 12
prevent maariaduring FGDs
pregnancy.
Immunization
1. Increase the percentage of children 12-23 months Percentage of children 12-23 | KPC surveys, 1,2 3 4,5,6 7,8,9, 10, 11
who received BCG before the first birthday. months who received BCG LQASand 12
before the first birthday. FGDs
2. Increase the percentage of children aged 12-23 Percentage of children aged KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
months who received DPT3 vaccines before their first 12-23 months who received LQASand 12
birthday. DPT3 vaccines before their FGDs
first birthday.
3. Increase the percentage of children aged 12-23 Percentage of children aged KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
months who received OPV 3 before their first birthday 12-23 months who received LQASand 12
OPV3 before their first FGDs
birthday.
4. Increase the percentage of children 12-23 months Percentage of children 12-23 | KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
who received meades vaccine before their first months who received LQAS and 12
birthday. meadl es vaccine before their FGDs
first birthday.
5. Increase the percentage of mothers who received at Percentage of mothers who KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
least two tetanus toxoid injections before the birth of received at least two tetanus | LQAS and 12
their youngest child less than 24 months. toxoid injections before the FGDs
birth of their youngest child
less than 24 months.
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Indicator Data Required Data Tools Data Data Reporting Circulation
Collected By | Analyzed by Freq

HIV/AIDS
1. Increase the percentage of women of reproductive Percentage of women of KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
age citing that HIVV/AIDS can be transmitted through reproductive age citing that LQASand 12
pregnancy, delivery and breastfeeding. GHIV/AIDS can be FGDs

transmitted through

pregnancy, delivery and

breastfeeding. who cite
2. Increase the percentage of mothers with children Percentage of mothers with KPC surveys, 1,2 3 4,56 7,8,9 10, 11
<60 months who cite at least two known way's of children <60 months who LQASand 12
avoiding HIV/AIDS. cite at least two known ways | FGDs

of avoiding HIV/AIDS.
3. Increase the percentage of mothers with children Percentage of mothers with KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
<60 months who indicate that they can alow an HIV children <60 months who LQASand 12
positive child to play with theirs. indicate that they can allow FGDs

an HIV positive child to play

with theirs.
Nutrition, Micronutrients & Breastfeeding
1. Increase percentage of children 0-6 months that Percentage of children 0-6 KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
were exclusively breastfed. months that wee exclusively | LQASand 12

breastfed. FGDs
2. Increase in the percentage of children 0-23 months Percentage of children 0-23 KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
who were breastfed within the first 60 minutes of months who were breastfed LQAS and 12
delivery. within the first 60 minutesof | FGDs

delivery.
3. Increase the percentage of mothers who indicate that | Percentage of mothers who KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
children should be exclusively breastfed for six months. | indicate that children should | LQASand 12

be exclusively breastfed for FGDs

six months.
4. Increase percentage of children 6-59 months who Percentage of children 6-59 KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
were fed on vitamin A rich foods the day before the months who were feed on LQASand 12
survey. vitamin A rich foodstheday | FGDs

before the survey.
5. Increase the percentage of children 12-23 months Percentage of children 12-23 | KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
that continue being breastfed. months that continue being LQASand 12

breastfed. FGDs
Control of Diarrheal Diseases
1. Increase percentage of households with designated Percentage of households KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
hand washing facilities with soap/ash present that with designated hand- LQASand 12
mentioned the importance of washing hands after washing facilitieswith FGDs

defecation to prevent diarrhea.

soap/ash present that
mentioned the importance of
washing hands after
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Indicator

Data Required

Data Tools

Data
Collected By

Data
Analyzed by

Reporting
Freq

Circulation

defecation to prevent
diarrhea.

Objective#2: Toimprove home management of the

sick child by promoting timely and appropriate care seeking at the household and community levels

Malaria

1. Increase percentage of children 6-59 months with Percentage of children 6-59 KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
fever that were given same or more fluids. months with fever that were | LQASand 12
given same or more fluids. FGDs
2. Increase percentage of mothers with children <60 Percentage of mothers with KPC surveys, 1,2 3 4,56 7,8,9 10,11
months who reported giving chlorogiune and fansidar children <60 months who LQASand 12
to febrile children at home reported giving chroloquine FGDs
and fansidar to febrile
children at home.
3. Increase the percentage of children 6-59 months that | Percentage of children 6-59 KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
were given same or more solid/mashed foods during months that were given same | LQAS and 12
sickness. or more solid/mashed foods FGDs
during sickness.
4. Decrease percentage of children 0-59 months who Decrease percentage of KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
were taken for millet extraction. children 0-59 months who LQASand 12
were taken for millet FGDs
extraction.
Control of Diarrheal Diseases
1. Increase percentage of Diarrhea sick children 6-59 Percentage of Diarrheal sick KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
months that were given same or more solid/mashed children 6-59 months that LQASand 12
food. were given same or more FGDs
solid/mashed food.
2. Increase percentage of Diarrhedl sick children <60 Percentage of Diarrheal sick KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
months that were given same or more fluids. children <60 months that LQASand 12
were given same or more FGDs
fluids.
3. Increase percentage of children <60 with diarrheain Percentage of children <60 KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
the last two weeks who were treated with ORS. with diarrheaiin the last two LQAS and 12
weeks who were treated with | FGDs
ORS.
4. Increase percentage of mothers with children <60 Percentage of mothers with KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
who can identify at least two signs requiring treatment. | children <60 who can LQASand 12
identify at least two signs FGDs
requiring treatment.
5. Decrease percentage of children 0-59 months who Decrease percentage of KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
were taken for false teeth extraction. children 0-59 months who LQAS and 12
were taken for false teeth FGDs
extraction.
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Indicator Data Required Data Tools Data Data Reporting Circulation
Collected By | Analyzed by Freq
Objective# 3: Toimprove accessibility of under five children and women of reproductive age to qualify health services and produces, both at the facility and
community levels
Malaria
1. Increase the number of ITN outletsin the project Number of ITN outlets Supervisory 13,14 14 17 7,8,9 10, 11
area. established in the project reports and 12
area. field officers
reports.
HIV/AIDS
1. Increase percentage of mothers with children <60 Percentage of mothers with KPC surveys, 1,2 3 4,5,6 7,8,9 10,11
months who go for HIV testing. children <60 monthswhogo | LQASand 12
for HIV testing. FGDs
2. Increase number of condoms distributed in the Number of condoms Supervisory 13, 14 14 18 7,8,9 10, 11
project area. distributed in the project and field 12
area officers
reports.
3. Increase the percentage of mothersin the project Percentage of mothersinthe | HMIS reports 14, 16 14, 16 18 7,8,9 10, 11
areareceiving PMTCT services. project areareceiving from Health 12
PMTCT services. facilities,
project
supervisory
report
Objective#4: Tostrengthen National (MOH) and district capacity to replicate and sustain CIMCI
1. Capacity building for 40 Sub-county trainer, 900 The number of the specified Supervision 15, 13,14 14 18 7,8,9 10,11
CORPS, 100 PDCs, 7 CBOs, 84 immunization structures trained and active. | and Field 12
mobilizers, 150 TBAs, 100 water user committee officers
members, 48 CCAs, 21 women/drama groups, 60 reports
health workers.
2. Documentation of project lessons and experiences Number of bi-annua Field officers 13,14, 16 14 20, 18, 19 7,8,9 10, 11
through bi-annual newsletters (8) quarterly reports (20) | newsletters, quarterly reports | reports, KPC 12
and annual reports (5) and annual reports produced. | surveys,
HMIS,
Operation and
formative
research
findings.
3. Technical backstopping visits by country officeand | Number of visits made by Quarterly and 14 14 18,19 7,8,9 10,11
head quarter’s staff. country. annua 12
reports.
Others
1. Home visits (5450), health education sessions Number of Home visits, Quarterly and 13,14 14 17,18, 19 7,8,9 10, 11
(7000)), drama presentations (800) |EC materials hedlth education sessions, annual reports 12
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Data Required

Data Tools
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Collected By

Data
Analyzed by

Reporting
Freq

Circulation

distributed (30,000)

drama presentations |IEC
materials distributed




Strengthening Health Worker Performance and Quality of Services

The MOH, with other partners such as WHO, will continue to strengthen health worker performance
through IMCI traning in case management, provison of trestment guiddines and support
supervison. At the didrict level, the MOH will provide overal coordination between partners and
will ensure that the needs of hedth facilities in terms of manpower, equipment and supplies are
adequatdy avallable. Sub-didrict Medica Officers (MOs) will provide support to the lower leve
hedth facilities and will conduct regular support supervison. Both quantitetive and quadlitative data
that Africare will collect through KPCs, LQAS, and CHIS will be shared in a timdy manner with
hedth workers to identify areas tha will enhance ther monitoring role. CIMCI-Plus will, in target
communities, complement this efort through training of hedth workers in  interpersond
communication sKills, use of data at the hedlth facility leve and training in community IMCI.

CIMCI-Pus, in collaboration with the NDHS, will adopt MOH recommended training manuas
including other manuas developed by CSTS and CORE to promote quality of services. To mantan
the qudity of training, on job training approach will be used, protocols to reinforce consstency of
traning will be followed, pree and post-tests to measure the immediate effect of traning will be
conducted. Evauation results will serve to refine training materids.  Lessons learned from using
exiding materids will be shared with the nationd level and other partners. Africare will continue to
conduct specia studies that enhance the linkages between hedth facilities and communities.

Africare will exploit partnerships for increesng access of limited essentid supplies such as ITNs.
The Project will fadlitate linkage of communities with the digribution agencies such as Population
Sarvices Internationd (PSl) and Qudity Chemicds Limited. Criticad to the success and the
sugtainability of the entire CIMCI-Plus project is the ability of the M&E system to monitor progress
made in building the capacity of locad partners. Africare through its saff traned in 1SA will use the
ISA methodology to support capacity building efforts of fidd project staff and the Ntungamo didtrict
hedth workers. Other partners whose capacity will be strengthened will include Uganda Red Cross
Society and CBOs a the Sub-county levels to coordinate and sustain CIMCI activities. Their
cgpacity will be built through joint planning and implementation including organizing training
sessons for them. Successful application of capacity building tools will be shared a the nationd
level with the MOH and NGO partners for replication. In addition to ISA, capacity building will
include training in HH/CIMCI framework, 16 key HH behaviors, practicd implementation
approaches, monitoring, documentation, planning processes and resource mobilization for CIMCI.

Operations Research

As pat of monitoring and evauation function, the project will integrate operations research (OR) in
its design to obtain information critical to enhance behavior change. During CIMCI phase |, Aricare
dudied and quantified the immediate effect of CIMCI on facility utilization, reveding an increase of
97%. CIMCI-Plus extendgon provides an excdlent opportunity to monitor this effect over time, for
projecting facility and other needs. CIMCI-Plus will look a quditative factors influencing care-
seeking petterns for dangerous practices such as millet and tooth extraction, from client and
traditiond heder perspectives, to provide information for development of BCC drategies to address
these practices. PRA will be a key methodology in the dtudies that will be undertaken to gather
quditative data
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4. WORKPLAN: OCTOBER 1, 2003 - SEPTEMBER 30, 2008

Major Activities Target Activity TimeFrame Per sonnel* Status
Focus Year 1 by Year 2 by Year 3 by Year 4 by Year 5 by Responsible
Quarter Quarter Quarter Quarter Quarter
123 J4J1J203JaJaJ2]3J4a1]2[3J4]2]2]3]4

Objective 1. Promote knowledge and behaviorsrelated to prevention of childhood illnesses at the household and community levels
Household
1. Conduct household visits 5.450 BC X| x| x| x| x| x| x| x|[x]|x|[x| x| x| x| x|[x]|x|[x]|x]|x]|] 123 On-going
2. Orge_nn_lze household 14 BC w lx Ixlxlxxlx!lx!l x| x 1,2, 4
competitions
3. Conduct KPC baseline survey 1 BC X | X 4,56,7,9 Achieved
4. Conduct mid term KPC survey 1 BC X 4,5,6,7,8,9
5. Conduct final KPC survey 1 BC X 4,5,6,7,8,9
Community
1. Community mobilization BC XX X [ x| X [x | X|[x|X|X|[Xx]|Xx|[x]|x|[x]|x]|x|[x]x]|x] 241012 On-going
through:

Drama 500

Film shows 250

Health education 5,000
2. Organize sub-county 7 BC X 4,10 5 workshops
stakehol ders sensitization held
workshops
3. ldentify community structures 9 BC X 1,4,10 Achieved
to work within the implementation
4. Disseminate KPC resultsto: 4,10 On-going

Sub county staff 350 BC X | X|X|[X

District level staff 70 BC X | X [ X |X
5. Modify and adapt CHS tools 2 Q,BC X | x 4,10
6. Support supervision and follow 140 Q, BCC X | x [ x| x| x [ x|x[x|x]|x|[x]|x]|[x]|x]x][x] 410

1 BC = Behavior Change; Q = Quality; A = Access; Field Officer = 1, CORPs = 2, Health Workers = 3; NDHS = Ntungamo District Health Services = 4; Africare
Headquarters = 5; Country Office = 6; Statistician = 7; External Consultant = 8; Africare Field Office 9; Africare Field Office Staff = 10; Makerere University = 11,

DramaGroup = 12; Agricultural Extension Officers = 13; Women Groups = 14; Vet Officers=15; Fisheries Extension Officers= 16; The Aids Support Organization =
17; AICM = 18; District Health Inspectors = 19; Ministry of Health = 20; Implementing Partners = 21; Parish Devel opment. Committee = 22; District Water Eng. = 23;
Ntungamo District L ocal Gover nment = 24; Malariaand Childhood I1Iness NGO Secretariat = 25; Sub-county Trainers = 26
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Major Activities

Target

Activity
Focus

TimeFrame

Year 1 by
Quarter

Y ear

2 by

Quarter

Year 3 by
Quarter

Year 4 by
Quarter

Year 5 by
Quarter

2

3

4 11 12

1 ({2314

213141112

3

Personnel*
Responsible

Status

up visits to trained structures and
staff

Objective 2. Improve hom
levels

e management of thesick child by

promoting

and appropriate

care seeking at th

e household and community

Household

1. Educate mothers and caretakers
on proper preparation of ORS,
tepid sponging and appropriate
feeding practices during childhood
illness

42

,911

BC

1,234, 10,12,
21

On-going

2. Operations research on factors
that influence health care patterns
for harmful folk “diseases’ (millet
and fal se teeth extraction)

BC

4,10,11

Community

1. Community mobilization
through

Drama shows

Home visits

Health education sessions

500
5,450
5,000

BC

4,10, 12, 14

Health Facility

1. Conduction formative research
on why health workers are not
consistent following routine
immunization outreach schedules

BC

4,10,11

2. Train headth workersin the use
of data at the facility level to
improve linkages between health
units and communities

60

BC, A A

10, 11

3. Bi-annual health workers,
PDCs and CORPS meeting at sub-
county level to share experiences
on home practices and care
seeking

2,3,10, 22

4. Train project staff and health

Q,BC
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Major Activities Target Activity Time Frame Personnel " Status
Focus Year 1 by Year 2 by Year 3 by Year 4 by Year 5 by Responsible
Quarter Quarter Quarter Quarter Quarter
213 2 3 1 (2 (3 [4]1]12]3]4 2 (314
workersin LQAS methodology
5. Modify KPC questionnaire to 1 Q,BC X | X 10,11
use at mid- term evaluation, health
facility and other assessments
District
1. Quarterly DHT and partners 14 A, Q X | x X [x [ x| x| x| x]|x]|X X [x[x]9
review mesetings
Objective 3: Improve accessibility of under-five children and women of reproductive age to quality health servicesand products, both at the
facility and community levels
Household
1. Establish backyard and front 4,200 A X X X X X 9,13
yard gardens to improve vitamin A
in-take
2. Promote and demonstrate the 400 A, BC X | x X [ x | x| x 2,9, 13
use of locally improved hand
washing facilities
Community
1. Support formation of mosquito | 21 A,BC X | X X | x X [ x [ x[x]x]x]x 2,914
net clubs
2. Support to child health days 6 A BC X X X X X 9
3. Promote and distribute 50,000 A X | X X | x X [ x| x| x| x| x|x]x X [ x| x| 2309 On-going
condoms
4. Support to dipping and re- 4 A,BC,Q X X X X X 3,9 On-going
dipping of mosquito nets
5. Establish links with private 7 A X X | x X [ x [ x|x 9
ITNs suppliers to access
subsidized ITNs at sub-county
level
6. Establish rabbit breeding 5 A, BC X X [ x | x| x 9,15
centers fish ponds to improve
protein in-take
7. Construct shallow well springs | 70 A X X [x [x]x X 3,923
and water tanks to improve
hygiene and sanitaion
8. Distribute ORS at community 50,000 A X X | X X [ x [ x| x| x| x]x]|Xx X [ x [x]239 On-going
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Major Activities Target Activity Time Frame Personnel " Status
Focus Year 1 by Year 2 by Year 3 by Year 4 by Year 5 by Responsible
Quarter Quarter Quarter Quarter Quarter
213 4 11 2 3 1 (23 ]4 213 112 (3
level
9. Strengthen immunization 10 A X[ x [ x| x | x |Xx X [ x [ x]x X | x X | x 2,3,9 On-going
outreaches through joint planning
with NDHS
Facility
1. Advocate for improved IMCI 10 A X [ X | X | x |X X [x [x]x X | X X | x 9
essential drugs supplies at health
facility level
2. SupporttoV CT and PMCT VCT=490 A X| X | x [x |x |x X | X [ X ]|Xx X | X X | X [ X 9
outreaches through awareness PMTCT=210
creation by referring mothersto
health facilities
Digtrict
1. Support national malariadays | 3 BC X X X 9
at the district level
2. Participatein the World AIDS 5 BC X X X X X 9
day
Objective 4. Strengthen national (M OH) and district capacity to replicate and sustain the community IMCI approach
Community
1. Train CORPSin CIMCI 900 Q,BC X | x | x X | x 4,9
intervention areas, mobilization
and communication skills
2. Orient community structures, 9 Q,BC X X [ x | x| x 9, 13, 15, 16
rabbit raising, aquaculture and
vegetable growing
3. Train and work with drama 21 BC X | X | x [x |X X | x
groups (2 per sub county) at
community level and 1 school
based per sub-county)
4. Train parish immunization 84 Q,BC X | x X | x 4,9
mobilizers
5. Train CCAsin mobilization and | 48 Q,BC X | x X | x| x 4,9, 17,18
communication skillsfor VCT and
PMTCT services
6. Train PDCsin CIMCI 100 Q,BC X | x X | x| x 4,9
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Major Activities

Target

Activity
Focus

TimeFrame

Year 1 by
Quarter

Year 2 by
Quarter

Year 3 by
Quarter

Year 4 by
Quarter

Year 5 by
Quarter

2

3

2

3

1 ({2314

2

3

2

3

Personnel*
Responsible

Status

intervention areas, mobilization
and communication skills

7. Training TBAsin CIMCI
intervention areas, mobilization
and communication skills

150

Q,BC

4,9

8. Train water user committee
members in water source
maintenance and resource
mobilization

100

Q,BC

9,19

9. Train of CORPS(900) and PD’s
(200) in data gathering,
compilation, reporting and
utilization

1,000

Q,BC

Health Facility

1. Train health workersin CIMCI
and interpersonal communication

60

4,9

Didtrict

1. Sign MOH with Ntungamo
District

6,9, 24

Achieved

2. Training of trainers (TOT) for
sub-county trainers

40

3. Build capacity of selected CBO
at sub-county level to integrate
CIMCI Plus activitiesin their

agenda

o)

4. Organize cooking
demonstrations

21

5. Review and adapt the training
materids

4,9, 26

6. Prepare activity quarterly
activity reports

15

7. Prepare and compile activity
annual reports

8. Local partners and staff skills
assessments

O O O O O

59

9. Bi-annual production of
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Major Activities Target Activity Time Frame Personnel " Status
Focus Year 1 by Year 2 by Year 3 by Year 4 by Year 5 by Responsible
Quarter Quarter Quarter Quarter Quarter
213 2 3 1 (23 ]4 213 2 |3
CIMCI-Plus News letters
10. Headquarter support to 5 BC, Q X X X 5
production of project publications
11. X | X X | X X | X [ X ]Xx X | X X | X 56 On-going
HQ technical backstoppingto | 5 Q
the project
Country Officer technical 10
backstopping to the project
12. Monthly staff planning and 40 Q X | X X | x X [ x [x]x X | X X | x 9
management meetings
13. Documentation of project BC,Q X | x X | x X | x| x |X X | x X | x 9 On-going
experiences and lessons learned
14. Phase over and phase out X | x X | x 2,4,9
planning mestings
District 1
Sub-county 7
15.. Project staff development Q,BC X X X X X X 9,20,21,25
through
- Short courses 2
Workshops 15
Meetings 10
Exposure visits 2




Annex 1. Responseto Application Debriefing

Submission Category: Cost Extension

Budget I nformation

Response

actud basdine and evauation data rather than “...has increased by 97%". If
basdline was 5% an increase to 10% is ill not very good even through it isa
100% increased.

Srengths PVO has provided an excdlent detailed description of anticipated costs. They | Africare will maintain openness, cost
aso demondrate good fiscd management of current (phase I) as per pipdine | effectiveness and transparence in both
anays sbudget variance and most recent Form 269A provided expenditures and accountabilities

Weaknesses | While phase-infout is budgeted with fund decreasng in the find two years, | KPC survey costs are included in the
decrease per year isminimd. budgets. Africare will explore other

methods such as LQAS to carry out the
Although consultant costs are budgeted for basdine and find KPC, it is difficult | midterm review
to determine if other costs related to KPC are budgeted. It is not necessary to do a
mid-term KPC. There is no evidence that this is budgeted for but it is mentioned
in the M& E framework
Executive Summary and overall Application

Strengths Thisisawd| articulated and organized summary of current health status The project will continue to maximize
country/digtrict; focused plan presented with clear goal's;, good description of how results
proposal fitsinto USAID misson SOs and partner activities.

Excdlent achievement is demondtrated in promotion and GoU adoption of IMCI
components 1,2 (at central leve), and 3 (at district level). The gpplicant provides
quotes from MoH illugtrating buy— in for and ownership of current and proposed
projects.
Weaknesses | In presenting data regarding achievements it would be more useful to present The project will emphasize the

recommended reporting




Description of the PVO Applicant Response

Srengths Africare demondration impressve accomplishments to date in this area of | Through advocacy and continued
Uganda, paticularly in terms of scheduled programming of substantid inputs, | partnership with the MOH digtrict the
partnership development, ceapacity building of locd sakeholders, and | project will continue to further enhance
drategic and ussful documentation and dissemination activities/outputs. partnership to ensure consstent supplies

with view to meeting community demand

Thoughtful planning and drategy ae evidenced by progress made in
regponding to dl magor MTE recommendations. Many seps teken have
dready resulted in impressive accomplishments
The confidence of MoH in Africa€s work is an extremey postive
endorsement. Additiond assgance to ensure a regular supply of essentia
medicines may be needed. The chalenge of increesng demand of services
and the insufficient faclitieshedth care workers avalable to meat that
demand will need to be addressed. Also the communications channd created
by WorldSpace may be difficult to replace

Weaknesses While action has been clearly taken in response to recommendation #2 (joint | Thedidrict incursrelated DHT joint
planning with NDHS), It would be intereting to know if the recommendation | quarterly review meetings cods. Africare
of joint quaterly meetings for purposes of budget/expenditure and | being amember will be dwaysinvited to
programmatic activity reviews, and bi-annud planning has played out as| atend. The activity thus remain important
gppropriate and is consistent with current activity. for phasell|
Situation Analysis Response

Srengths The gtuation andyss was wdl presented highlighting the PVYO's focus on

locd partnership and capacity building during initid round funding. The use
of exiging MoH dructure and daff are very podtive sgns in terms of
sudtainability

The project will mantan it's high leve
partnership building to increase progress
enhancing networks at al project levels




Excdlent process of dte sdection and project design were described. All
levels and players were included and additiona efforts were made to collect
information a the community level through PRA.

Eight letters of support from key stake holders and identified partners are
provided most confirm, without a doubt, satisfaction with Phase | and
commitment to Phase Il based on comparative advantage of each. They are
not generic letters.

\Weaknesses

With reference to current hedth dtatus in digrict, Page 6. It gppears that a
basdline (KPC) was adready conducted in the proposed extension area as data
source of many indices cite basdine (KPC) in this is NOT a weskness, but it
is not entirely clear if a basdine has dready been done in the proposed area as
part of Phase |

Some basdine data a proposd writing
stage was obtained from the CIMCI phase
one KPC survey on one hand and from
internationa documents  with  generic
indicators like CORE/CSTS. However,
the basdine data in this DIP has been
revised based on CIMCI-Plus KPC survey

Program Strategy and | nterventions

Strengths

The obvious emphasis on involving key dakeholders in the process of dte
and intervention sdlection is commendable. PVO has made the important
decison to add immunization as a drategy in proposed round two of funding,
as there has been marked decline in coverage in project area, which is grave
concern. Proposed dtrategies demonstrate an understanding of locd culturd
practices and perceptions and effort to address these with appropriate BCC
messages. The proposd aso clearly explans why certain drategies are not
proposed in the cost extenson. An excdlent training drategy is outlined
induding beginning with traning needs assessment, follow-up and supportive
supervison pod-training to ensure actud implementation of knowledge
gained. Applicant includes a good phase-in/out implementation Srategy.

Through the M&E sysem, the project
conduct on going assessments that  will
address the aforementioned chalenges




The applicant dso identifies clealy what hasn't (necessarily) worked in
Phase | BCC drategy (i.e, classca training of shopkeepers and THs) and
takes steps to rectify the gpproach and identify effective BCC approaches and
channd (i.e, testing of SARA’s ‘negotiation approach’ with the same two

groups).

There is good recognition of the chdlenge and condrains including a shortage
of locd providers which may continue to be a hindrance to success of
program; effecting private sector drug sdlers and irrationd drug use may dso
continue to be difficult.

Weaknesses

It would have augmented this segment if gpplicant had included more about
the MoH 2001 MTCT prevention drategy. It will be srategic to coordinate, at
least in early stage of proposed project, with MTCT expertg/project/studies,
notebly operating in Southern Africen Region. In Generd, HIV/AIDS
intervention poses extra chdlenges due to issues of sigma (and could be
consdered a programming chdlenge unto itsdf) that requires unique
goproaches that have been fidd-tested are proving effective. Because Africare
is somewhat young in this area of HIV/AIDS programming, it would be wise
to have at least listed resource groups with whom to collaborate/learn from

The project intends to partner with AIM,
TASO and AIC to ably implement the
MTCT component

Organization Development

Srengths

Africare clearly has a ddiberate gpproach to capacity building, which gdarts
with ‘GLOBAL’ cgpacity building priorities.

Capacity building gpproach a the country leve (Ugandd) is in line with and
driven by MoH Nationa Policy on Public Private Partnership. This provides
an excdlent framework through which to identify priority capacity needs,
builds on exiding cepacities/srengths, and provides relevant assgtance in
meeting needs and attaining sustained capacity. Applicant makes very good

Africare intends to explore the use of ISA
tools as earlier proposed




use of ISA to examine its own capacities, restructuring to address redlities of
HIV/AIDS

\Weaknesses

Performance Monitoring and Evaluation

Response

Srengths

PVO demongrates good integration with exiging information sysem and
data and very good use of KPC and other basdline information to develop
redidic indicators. This proposd contains a more redisic and managegble
number of indicators than round one. It would be advisable to ensure  tha
loca saff develops capacity to create indicators themsdves. The CHIS is an
excdlent idea dthough it may be chdlenging. The assumption is that the
project has knowledge of success esewhere. PVO may need additiona
ass stance/partnerships for cost analys's operations research plan.

While current M&E system sounds dmost purdy fadlity-based, lack of
community-based data is addressed/rectified in Phase Il. M&E plan contains
excdlent idess for operations research finding and results from studies will go
far in furthering inditutiondization of IMCI in Uganda.

Operations research  activities will  be
mantaned to identify key aess for
documentation to guide implementation
process

Weaknesses

A KPC is not usudly done & midteem and may be an unnecessaxy cost
dthough it is mentioned repestedly in the results framework. It would
probably be better to use a modified questionnaire and LQAS to monitor
program results during the project and use the full KPC ingrument at basdine
and final evauation.

Indicator 1.2 seems to be one that should incorporated into CHIS and/or
HMIS, not only proect basdine midteem and find surveys (as per
measurement methods)

Where LQAS is mentioned as a management method (i.e., indicators 1.3 and

The CIMCI project will explore the
posshility of usng LQAS methodology at
Midterm as recommended




14), it is not cdear if this implies that these indicators will be routindy or
periodicdly monitored usng LQAS  ‘methodology’ or whether LQAS
‘methodology’ will be used and incorporated into basdine, midterm and find
surveys for data collection on immunization.

M anagement Response
Strengths The organizationd dructure is adequate with clear lines of reporting and | The dructure will be mantained though it
communication. The plan (supported by many PVO experiences) for field | may be modified based on the ISA results
Offices to be basad in the communities thet they serviceis excellent and or expansion of program through
complementary funding
Red time financid interface between HQ and country offices incresses
assurance of timely and responsve fiscd management and is an excdlent use
of IT
\Weaknesses
Collaboration with USAID Field Mission
Strengths Although no letter of support included, there is clear evidence of consultation
with USAID misson
Weaknesses Letter of support not included from USAID misson in Uganda, but this is not | Indeed, the letter was not required a the

arequirement as per RFA guiddines.

time of application submisson. Should it
be needed, Africare is confident that it
will be provided because of over five
years smooth relation ship Africare has
had with the Local Misson




Annex 2. Responseto Final Evaluation Recommendations

Recommendations

1. Project objectivesand indicators:

Response

The project daff should develop project objectives and indicators that are
gopropriate and achievable. They mugt include the core project objectives while
incorporating the complementary programs, which enhance the impact of the
Child Surviva initistive.  An excelent lesson was learned after the Mid-Term
Evaudtion and the recommendation to revise and reduce the number of
indicators. This revison did, however, cause some difficulty in the Find KPC. It
is better to propose an achievable number of concise objectives than to set project
targets too high.

Due to two additiona interventions of HIV/AIDS and
immunization, the number of objectives had been increased
from 19 at findl evaluation to 27 in phase 1.

2. Increase utilization of the District Health Services:

Africare’'s membership on the Digtrict Hedth Team has made the C-IMCI project
anintegrd part of the Digtrict’s Hedth Plan. The relationship between MOH and
Africare gaff isstrong at dl levels. It isessentid to the continued success of the
project to sustain this partnership and to design Action Research that will be
vauable to Didtrict Headlth Services and the Project.

It is dso essntid to the success and sudainability of the C-IMCI initiative that
the Didrict Hedth Team has ownership of the project and provides increased
monitoring and supervison support. The PDCs must have drong ties to the
Didrict Hedth Services in order to access support for community-based
initictives. The PDCs work with Africare will form a dronger bridge to the
NDHS.

It's evident that through partnership with the digtrict hedlth
team and workers made CIMCI phase 1 vibrant and prepared
the ground for sustainahility through integrating MoH
programsin the project’simplementation process a al levels.
Community structures like PDCs and TBASs were supported
and guided through meetings, follow-ups and register courses
by the didtrict directorate of health services. The directorate’ s
gaff got involved in training, research studies and workshops
organized by the project. These initiatives will be maintained

or improved.

3. Resident Field Officers: At the sub-county leve, the implementation of
Africar€ s project has been comprehensive and far-reaching. Theinddlation of a
resdent Fidd Officer has been important in the provison of services and has

CIMCI - communities felt were part of the program as staff
resided within the project target aress. It was crucid
especidly for better service delivery and commitment to the




shown the project’s commitment to the communitiesit serves. Dally commuting

from the project’ s didtrict heedquarters would diminish the project’ s “ hands on”
interaction and the perception of Africare sinvestment in the target communities.

With the proect's expandon into Phase [l the evaduators recognize the
congraints and hardships placed on gaff as they relocate to more remote areas of
the Didrict, but it is recommended that Fed Officers remain gdationed in the
project sub-counties.

communities served. Interactions ensure continued
sengtization and equipping communities with new

information about their hedlth, so regardless of the congraints
faced, fidd gaff will remain within the communities they
serve.

4. Complementary Programming:

As noted many times in the Find Evaduation document, high prase must be given
to Africare for ther identification of important hedth needs ther recognition of
potentid links and sources of supplemental funding and their ability to meld the
behavior change message with tangible inputs to sustain good hedth. It is
srongly recommended that Africare continue to share the lessons it has learned
through these supplemental projects and document the impact to enhance ther
ability to obtain future funding and sustain exigting programs.

Fulfillment of the project objectives became an innovation
through the identification of the importance of community
hedth needs by identifying possible potentiad
complementary projects by establishing links with funders
to supplement the CIMCI activities of new and tangible
inputs to ensure good hedth among the benefiting
communities.

Through such complementary projects like, Water for child
hedth, Title 1l - Food for peace and WorldSpace HIV/AIDS
Initiative, the impact made was partly attributed to their
activitiesthus Africare will continue to seek and  identify
donors to obtain funds to maintain the trend for continued
success of exiging programs

5. Phasing-in at the Parish Levd:

The new project areas are large and diverse. It is recommended that the project
initiste activities at the Parish leve in a phased manner (i.e. 23 Parishes per year)
in eech aub-c ounty. This “phaang-in” of Paishes would incresse the
effectiveness of the capacity building, traning, interaction, monitoring  and
supervison activities related to the PDCs and CORPs. It would aso decrease
pressure on saff and provide an opportunity to provide additiona support to

The phasng- in sirategy successfully worked in the CIMCI-|
to enablethe fidd gaff cover the project areas. 70% of
concentration and time should be spent in 2 — 3 parishes in
the CIMC- 1l whereas 40% in other parishes Thiswill
maintained to increase effectiveness to complete planned
activities, reduce the workload and pressure on staff, and




CORPs and PDCsin need.

create ample time for additional support to CORPS/PDCs.

6. Recognition of Community Volunteers:

Africare has successfully worked closely with CORPs, a cadre of community
membersinitidly identified and trained by the digtrict through UNICEF. The

utilizetion of this group of traned individuads is important to the practica
management  of the  project. With  sub-counties covering  large
geographic aees and the number of villages in each  sub-county
numbering in the hundreds, the use of CORPs in community training at the Parish
levd is gppropriate and managesble. The project must, however, ensure that the
PDCs ae fulfilling their respongbiliies and mantaining ther levd of traning
through periodic refresher training and the introduction of new informetion as it
becomes available.

Thelevel of commitment of each CORPs differs from personto person. Itis
recommended that each CORPs be recognized for their services to the project and
community through a certificate of appreciation and public recognition. Each
CORPs should also receive acertificate at the completion of each training. These
smal and inexpensive tokens provide an excellent incentive to continued work,

and increase the atus of the individua on apersond and community leve.

The utilizetion of the project’s quarterly newdetter to highlight and  interview
outstanding CORPs would aso provide an excdlent motivation and incentive to
the work of the volunteersin the project.

CORPS were astrong base for CIMCI-I project. Orientation
and equipment of this cadre of resource persons to carry out
home vigts, hedth sessons and mobilize communities,

paved way for the continuity and visibility of the project in

the project aress.

Although CORPs fulfilled ther respongbilities of spreading
messages to the communities, thereisdill  need to empower
them through refresher trainings, recognition, provision of
Sationary, badges, caps and certificates. Such smdll
presents/tokens mean alot and motivate them for

voluntary serviceand commitment to the project. The project
will explore the possibility of motivating them as
recommended.

7. Action Resear ch:

A key component of thefirst C-IMCI project Action Research was one of the

Action research component is responsible for documentation,




program’ s triad including BCC and the Informal sector component. Action
Research was responsible for documenting project for documenting project
experiences, sandardizing monitoring and eva uation tools and expanding the
role of PRA inthe project area. The position of Action Research Officer
was filled during the Mid- Term Evauation and the importance of the position
and its achievements were noted. Since March, 2002, the position of Action
Research Officer has been vacant and the respongbilities have fallen to the
Project Coordinator.

The Project Coordinator is aso responsible for the adminigtrative and Human
Resource activities related to the C-IMCI project as well asthe five
supplemental project supporting C-IMCI activities. The Coordinator

isaso cdled upon, with field staff, to develop proposasin support of the
Ntungamo program. The expangon of activities in Ntungamo Didtrict hashad a
greet impact on the Coordinator’ s ability to work closdly with Action Research
activities.

It is strongly recommended by the Final Evauation Team that the position of
Action Research Office befilled and that the role of the Officer be expanded to
provide technical assstance to the Fidd Officers and CORPsin the production of
quantitative morthly and quarterly reports to supplement the existing narrative
reports. The Action Research Officer should aso create a standardized
monitoring and evauation tool that can be used at dl leves, with dl line
ministries and will be consstent between projects.

monitoring and evauation of the project activities. The action
research officer pogtion is therefore important and will be
maintained for CIMCI-11. This position has been filled now in
thetitle of M&E Officer. With support from staff and
partners, monitoring tools will be harmonized to fetch correct
and usable data.

8. Continued documentation of C-IMCI impact:

Theimpact of the OTA study on the recruitment of additiona hedlth personnel
and theincrease in essentid drugs provided to Ntungamo Didtrict Hedlth
Centers proved the power and importance of Action Research. As dtated earlier,

Documentation in action research spells out achievements
and uncompleted set targets of CIMCI. It identifies gapsto
foster improved service delivery among partners and Service




the strong Action Research component of the C-IMCI project has created a
unique opportunity to obtain solid data for utilization in C-IMCI projects not only
in Uganda, but world-wide. Documentation of the impact of C-IMCI on
traditiond practices like “millet” and “false tooth” extraction, the practices
surrounding lacted fluids, herbs used in the trestment of diarrhedl disease and
maaria, the impact of HIV on breastfeeding practices and village leve disease
aurvelllance are afew possible areas of Action Research. It is recommended that
essentid and exciting research be continued and supported by the Africare
Ntungamo C-IMCI project.

providersin the project aress. Action research activitiesare
essentid and will continue being supported for monitoring of
the project’s progress and for better results

9. Collaboration with line ministries (i.e. the Ministry of Local Government,
the Ministry of Agriculture, Animal Industries and Fisheries, etc.) and other
organizations.

Africare must be commended for their close collaboration and coordination with
other key partnersin the provision of services to the people of Ntungamo.
Interviews with collaborating agencies (i.e. BASICS 11 and WHO)

indicated strong support and interaction at the national and loca levels.
However, interviews with sub-county and district leaders indicated an even
greater need for collaboration at dl levelswith hedth professonas and ministry
extension gaff to ensue that the work of the project did not overwhelm the field
daff. Thisisespecidly truein the introduction of rabbit rearing and fish ponds.
Many community members stated that the Ministry of Agriculture, Animal
Industries and Fisheries extenson saff were not involved in providing technica
support or monitoring of these projects even though the communities

required addition access to information, medication and support. Itis
commended that Africare’s Ntungamo C-1MCI project continue to build strong
relationships at dl levelsin collaborating minigtries in order to ensure continued
coordination and support of activities and to avoid duplication of services.

The creation of the Uganda NGO Secretariat for Child
Survivd, where Africare isahost will enhance this

partnerships

10. Informal Health sector:




Although the debate continues internationaly on the importance and utilization of
hedlth providersin the informal sector, data from the project’ sfind KPC
indicates that the most common home trestment for diarrhedl disease was herbs
(69.2%0) and that approximately 22% of children who were taken outside the
home for trestment of diarrheal disease were tregted at a shop
drug/shop/traditiond heder or family member/elder.

The KPC dso found that athough there has been adecreasein “Fase Tooth”
extraction, 10.5% of mothers had taken their child under 24 months for the
trestment.” Thisinformation, in corjunction with the findings that within the
community, mothers continued to consult family members (80%) before medica
doctors and community health workers (20%) emphasizes theimportance of
community referrd for IMCI and the continuing need for increasing the
knowledge and sills of theinforma hedth sector while recruiting them as
vauable partnersin C-IMCI initiatives.

This has been proven by the project in the utilization and training of TBASsin
growth monitoring activities. It remains essentid to provide training to shop
keepers and traditiona heders.

The utilization and importance of informa hedth providers
is dill high asthe find KPC dataof CIMCI-1 indicate (80%
of mothers consult  family members and 69% use of herbsin
the treetment of diarrhea) isevident that communities il
lack information for use of modern hedth services.

Therefore emphasiswill beamed a improving the
informa hedlth providers skillsthrough trainings especidly
the TBAsto engagethem in good hedth practice for child
urvival.

11. Insecticide Treated Nets:

Collaboration with PSI, UNICEF and the Uganda Red Cross has expanded access

to ITNswithin the project area and has been invauable to the great successin
achieving one of the key project malaria control objectives (3.6% to 11% of
children under 5 degping under abed net). This collaboration is especidly
important in the rural communities of Ntungamo which would not

have access through conventiond marketing systems.

It is strongly recommended that these collaborations continue, as
funding permits, and that the project investigate additiond avenuesto

Although ITN affordability and accessibility have been
addressed in CIMCI-I in collaboration with PSI, UNICEF
and URCS, thereis till need to identify and link up with

other ITN manufacturers like qudity chemicasLtd and
Twigachemica Ltd. This collaboration will be of good
importance especialy on the provison of subsidized ITNS,
and coverage of ITNs sdesoutletswith stocked insecticides
The planned nationa voucher system for pregnant women

and under five children and continuation in utilizing partners




involve the private sector in the digtribution of ITNs and the
continuation of utilizing partner CBOs in the provision of ITNs.

CBOsin provison of ITNswill dso enhance this effort

12. Mentoring of Community-based Or ganizations:

Key to project sustainahility is the identification and mentoring of strong C-IMCI
focused CBOs. Currently the project hasidentified at least one CBO per targeted
sub-county to continue C-IMCI initiatives after the project has moved on. Itis
recommended that the project attempt to identify and mentor a minimum of two
CBOs per project sub-county to ensure access to services and resources
throughout larger and more remote sub-counties.

Sdlection and strengthening of the CIMCI focused CBOs
prepares for projects forma pull out and becomes a base for
sudainability. This strategy will be encouraged to sart
early so asto prepare and mentor the CBOs selected in each
sub-county for CIMCI — 1. CIMCI-pluswill build capacity of
FBOs and CBOs in respective target sub-counties. At least
one CBO should be identified in each sub-county to avoid
duplication and logigtical condraints
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A.

EXCUTIVE SUMMARY

Background Information

The 304 mothers of the children aged less than 5 years were interviewed.

The mothers were asked to indicate if they could read and write in their vernacular and 64% said they
can read/write

Maority (79%) were generally the primary school dropouts

89.1% said they were married, while the singles composed only 3.3%, divorced were 0.3%, separated
2.6% and widowed 4.6%.

84% said they had such economic activities that would give then persona income

The activities that were mentioned were mainly selling of surplus agricultura products 82% and the
handcraft, weaving and rugs 14%.

It was found that 63% of the mothers interviewed did work away from home

The mothers normally go with their children at places of work when they are working away from
home (67.4%), other leave the children with their older siblings 23.7% while other with the relatives
16%.

From the 304 households visited (total 475 children under five were covered), it was found that 51%
of them had only one child less than five years, 41.8% had two children and the rest had 3 children

Breast Feeding and Nutrition of Index Children

Among the children aged 0-5 months, they were al ill breast feeding, while those age 6-11 months,
majority (97.7%) were also still breast feeding. Interesting to note also is that the children aged 12-23
months, 70% were still breast-feeding

61% of the mothers interviewed said they breast fed their children with in the first one hour after
delivery, while 27% said they took about 2-8 hours and 10% took more than 8 hours

The most common foods eaten by children in 24 hours prior the survey were Bushera 51%,
Milk/yogurt 46%, breast milk 37%, bananas 36%, and other mashed/soft food 30.5%.

And 80% said their index children use different plates more so those who are still very young

The young children tend to eat from separate plates as compared to those who are somewhat old
(X*=15.788, DF =5, P =0.007). The intervention then needs to be properly guided taking care of the
age of the child.

69% of mothers said add additiond foods to child il breast feeding a 6 months, (13%) sad
the earlier than 6 morths of age is good enough while 12% said after 6 months.

Diarrhea among the Children

18% of the index children had diarrhea two weeks prior the survey.

Among the children who were till breast-feeding and had diarrhoea, 53.3% were breast-fed same as
usual, 26.7% had reduction in the breast feeding trends. In genera, 63.3% of children still breast
feeding were either breast fed more or same

43% of children with diarrhea received the same amount of fluids during the time of sickness like
before the sickness, while 38.9% said they had received more than usua. In general, 82% of the
children with diarrhea had received more or same amount of fluids

1
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26.2% of children with diarrhea received more of foods than before while 41% had got just as usual.
In general &rms, 67.2% of children with diarrhea had received more or same solid/mashed food
during their sickness.
The mothers said 65.4% of the children with diarrhea had received treatment from home while 34.6%
had had it from outside home
Those who got treatment at home, 74.5% had got herbal treatment, 25.5% got anti-diarrhea/antibiotics
treatment, ORS was only taken by 7.8% of the same children
Those taken away from home, 48.9% taken to government health facilities or clinics 34% nearest
drug shops and to hospitals 4.3% and private physicians 6%.
The kind of treatment that the children with diarrhea got from outside home was mainly anti-diarrhea
drugs or antibiotics, 48% and ORS 34%
Only 4.9% of the interviewed mothers could describe the preparation of ORS correctly
The most common way of getting diarrhea as perceived and mentioned by mothers were eating with
unwashed hands 26%, eating cold food 26%, lack of latrine 18%, worms 19%.
The most common times mentioned of when they wash hands were after latrine use 61.5%, when
hands are dirty 85.2%, and before eating 49%.
The mgjority of the homes of the mothers surveyed never had hand washing facility with soap present
near the latrine (96%)
Common symptom that mothers normally look for in order to take their children with diarrhea to the
health facility to seek treatment were mainly weakness or tiredness of children 53%, prolonged
diarrhea 31%, dehydration 23% and to some extent fever 19% and vomiting 17%.
In last 12 months prior the survey, 41.2% of index children had been taken for fal se tooth extraction.
Magority of these children get the false tooth extraction when they are till very young i.e. less than 2
months 56.5% or just before 6 months of age 31.2%.
The practice of false tooth extraction was found to be very much influenced by the education of the
mother 30% (Gamma =0.26). Actually a child whose mother could not read and write had almost
double the risk of having false tooth extraction than a child whose mother could read and write (Odds
ratio =1.7).

D. Immunization L evels among those aged less than 24 months

58.3% of the children of interest had mothers who possessed their vaccination records.

73.4% said the given child received the BCG

75.9% had the scar present and 24.1% the scar was absent.

OPVO0, on the cards, out of 120 children, 84 children never had the date indicated (70%)

The coverage of DPT at the three levels was well indicated for example the DPT1 only 8 children
(7%) had no indication of date for this, 17 children 14% never indicated for DPT2, while 29 children
24% had no indication of DPT3 on their cards

45% that had the vaccination records had no date indicated as to when the child took the meases
vaccine

76.7% had tetanus injection as compared to those who have not yet 23.3%

Only 20% were given at birth the polio drops while 76% was after wards and 4% could not recall
These were 36 in number that responded to the measles vaccine, 75% said they have been immunized
against measles. Among those aged 9-11 years, no one was vaccinated as yet.

Among the 12-23 months old children, 99% of them had participated in the nationa immunization
days, while among 611 months only 51% had participated, and yet another smaller proportion of
23% among the children aged 0-5 months had participated.
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E.

66% of mothers said they got injection during pregnancy to prevent the child from getting
convulsions after hirth, an anti-tetanus shot or an injection at the top of the shoulder.

Fever

The prevalence rate of fever among the children aged 0-59 months was standing at 29.3%,

68% of children with fever that were still breast-feeding were either breast-fed more or same during
the time they had fever.

47.2% and 31.2% of children with fever were able to drink more than usual and same as usud

respectively. In general, those who were able to drink as usua or more than usua were 78.4%

67.7% of children with fever ate more or same as usual during fever

Out of 122 children that had fever, 51.6% had received treatment at home before going out to other
places to seek treatment

Home treatment was dominated by panadol/maxadol 72.6% and Chloroquine /gawaquine
/maaraguine 54.8%. The proportion that received fansidar at home was only 11.3%.

About 85% said they went outside home and sought treatment for their children.

Those taken away from home went to drug shops 37%, or government health facility/clinic 32% and
private physicians 14.5%.

Outside home treatment ranged from Panadol/maxadol 65.5%, chloroquine /dawaquine/malaraquine
45.5%, Quinine36.4% and Fansidar 20.9%

Mothers said mosquito bites 84.8% , and drinking un boiled water 15% can cause maaria

As a way of avoiding the maaria, suggestions given were clearing compound 28%, diminating
stagnant water 23%, using mosquito nets 21%, closing windows and doors early 24% and boiling

drinking water 18%. However, 22.5% said there is nothing they can do to prevent malaria.

16% of 304 households visited during the survey used at least a bed net the previous night prior

survey

88% said children under five, mothers 54%, husband 44% used the bed net

Only 23 out of 64 (34%) had dipped the nets for children, of whom 26% had done it one month prior
the survey

From the data, 65% of the observed nets were in good state and were somewhat effective in
protecting the children from mosquito bites

12% of the index children were taken for ‘millet’ extraction in 12 months prior the survey

How pregnant mothers can be protected against malaria mentioned were; use of iths 49%, taking anti-
maaria 37%, closing windows and doors early 19%

About 50% of the mothers confessed that they never took the drugs during last pregnancy

Common drug taken by the pregnant mothers was fansdar 82% and only 11% said they took
chloroquine

Anti malarial drugs were obtained from Health center 111 51.3%, health center IV 14%, private clinics
11.3% and only 9% went to hospital

Maority of the mothers said they got the drugs twice 65%, while 17% got the drugs only once and

14% got them thrice

The majority mentioned that took the drugs at 4" month 64.4%, and 7" month 32.9%.

The visiting of the antenatal care services was very high among the mothers 93%
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F.

HIV/AIDS

100% of mothers have ever heard of AIDS

Main signs that mothers look up to are loss of weight 68%, skin rash 47%, persistent fever 16%,
diarrhea 16% and cough 30%.

93.3% think some one can avoid AIDS, while 3% said it is not possible to avoid it and 3.7% said
they do not know

Suggestions of avoiding AIDS were abstaining from sex 84%, use of condom 54% and limiting sex to
one partner 31%

During pregnancy, 67% of the interviewed mothers said the child can get the virus from the mother
At the ddlivery point, 83% of the interviewed mothers said it is possible for the child to get AIDS
from the mother

During breast feeding, those who said they did not know were 20%, 23.8% said no, while just 56%
said the child can get the virus during breast feeding

Only 6% said have ever tested for the HIV/AIDS.

Majority of the mothers said they can look after HIV/AIDS patients very well 89.4% and only 10.2%
said they can not

55.1% said sick teachers should not be allowed to teach their children

Their children playing with other children who have HIV/AIDS, most of the mothers said no to that
56.4%.

Care Seeking

82.8% of mothers do consult at household level about the health of there children,

About 86% said they do consult other people other than the members of the household about the
hedlth of the children while 13.8% do not

The people consulted are neighbors 59%, mother in-laws 37.3%, medica doctors 22%, community
health workers 26%, TBA 23%

Cases where a child should be taken immediately when sick are fever 71%, child becoming sicker
38%, when not able to breast feed or drink 20%

92.3% had ever taken their children to hedth facility

Most of the mothers waited up to 1 day 36%, though others just took the child straight away 18.9%
and others waited up to two days 26.8% from time they new the child was sick up to the time the
child was taken.

The decison to take the sick child to health unit was made mainly by either the mother 47% or the
father 43%

Most mothers 90.4% mainly took the sick children to health unit

42.9% of the mothers said they were asked to take back children, and 75% were actually taken back,
the rest 24.4% just stayed home

Out of 5 mothers referred to the hospital with their children, 3 managed to go there (60%) while the
other two failed to go there, reason being additiona costs being an affordable

Main deterrent from using the hedlth facilities, was financia costs involved 64.9%.

61.7% were move a distance of less than 5 kms, while 30.4% move 510 kms and the rest 7.9% move
for more than 10 kms

72.7% said these health workers have never visited the communities while 27% said they do visit
sometimes while only 0.3% said they adways visit
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[Il.  INTRODUCTION

With funding from United States Agency for Internationd Deveopment(USAID) Africare
implemented a four yearg(Oct 1999-Sept 2003) Community based Integrated Management of
childhood Illnesses (CIMCI) project in the eght Sub-counties of Ntungamo Didrict. After
successful implementation, the project was extended to cover the seven Sub-counties that had not
been covered which include Nyakyera, Ruhaama Rugarama, lhunga, Kayonza, Itojo and
Bwongyera..

As one of USAID funding requirements, Child Survivd projects must conduct the Basdine
Survey before the implementation to use it as a bench mark upon which to measure performance.
It is againg this background that the survey was conducted between January20-25, 2004 to
inform the project of where the Sub-counties were in terms of Knowledge, Practice and
coverage(KPC) of the behaviors related to child and maternd hedth and to enable the project
develop the gppropriate interventions and messages to address the problemsin the communities.

A. Goal of CIMCI plus

By the end of 2008, Africare and MOH will have reduced morbidity and mortdity of children
under five and have improved the hedth datus of women of reproductive age in the 15 sub-
counties of Ntungamo Didtrict of Uganda.

B. General Objectives

1 To promote the knowledge and behaviors dated to the prevention of childhood illnesses,
a the house hold and Community leves.

2. To improve the home management of the sick child by promoting timely and gppropriate
care seeking a the household and community levels.

3. To improve the accessbility of the under five children and Women of reproductive age to
qudity hedth services and products both at the facility and community levels.

4, To drengthen the nationa and the disricc MOH capacity to replicate and sugtain the
community IMCI agpproach.

IV.  BASELINE SURVEY METHODOLOGY AND PLANNING
A. KPC Questionnaire Development

The Monitoring and Evduation officer Stated on the questionnaire devdlopment in Mid
December 2003. The Focus was on the five intervention areas which included; Mdaria (35%
effort), Immunisation (25% effort), HIV/AIDS (15% effort), Nutrition, Micro nutrients and
breast feeding (15% effort) and CDD (10% effort). In the development of the questionnaire, the
five intervention areas were addressed as well as Care seeking section. The additiond questions
on to the CIMCI phase 1 Find Eva uation Questionnaire were derived from;
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a). KPC 2000+ (www.childsurvival .com/kpc2000/kpc2000.cfm)

b) 2001-2005 Government of Uganda-UNICEF Country Programme-Household
and Community- Based Practices Survey Questionnaire

¢) Uganda Malaria Partnership Program (UMPP) 2003-2006 -Baseline Survey
on the performance of Behaviour Change Communication Intervention on
Malaria Prevention and Treatment.

B. Sections of the Questionnaire and Changes/M odifications M ade

As dready mentioned, the CIMCI plus questionnaire was a modification of the
Phase 1 Find Evauation. The following were the modifications done.

SECTION MODIFICATION COMMENTS.
Cover Page 1-Provison of wherethe KPC Manager | The Supervisors had to make sure that
had to sgn and approve. they did athorough check of the
guestionnaires before submission to the
KPC Manager. Double-checking
minimized mistakes.
Background 1-A question on the maritd gtatus of The type of the family can influence
Information(Qnl | the Mothers was added. sometimes-childcare practicese.g sngle
-9) mother, widowed, divorced etc.
Breast feeding 1-Qn 15 responsel& 2 were specified Wanted to specify the adult since the
and Nutrition(Qn | for above 18 years other than the maid maid could also be an adult.
10-18) &below 18yearsrespectively. Wanted to cater for that response Sncein
2-0Qn 17-addition of response 4 -above guestionnaire pre-testing mothers
sx months, mentioned it alot.
Diarrhed 1-Qn27 wasrevised to read........ and During the find Evauation, it was
Diseases (Qn19- | you would like to prepare ORS solution observed that mothers did not understand
34) for hinvher, what steps would you the two question and others gave the
follow? response of don=t know but was not
2-0Qn 28 was revised to B How does provided for.
one get Diarrhea? -since July...was deleted because the
3-added response 3 -Don’'t know Question wasintended to get data on the
4.Since July...was removed on Qn33 practice.
Immunization 1-Thiswas anew section that was -Thiswasin relaion to the locd practice
(gn35-45) added. ARI section was removed.. on the immunizetion Stes

2-The questions wererevised e.g
BCG scar-ingpect the right shoulder
DPT-|é&ft thigh and not buttocks
Meades-|€eft thigh not am

-Questions were got from Rapid KPC
Module 4A
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SECTION MODIFICATION COMMENTS.
Fever(Qn46-74) 1- Qnson millet extraction were added. 1-Done to address the issues of cross
2-0Qn s 69-74 were added to capture cutting signs and symptoms of
IPT and Antenatal ARI& Fever.
3. Qn73 Antenatd replaced Prenatd. 2-New interventionsin the CIMCI plus
4. Qn74. Responses’-10 were deleted 3-Corrected
4-Were not relevant
HIV/AIDS(Qn 1- Qns80-88 on VCT, Stigma and Thiswas as proposed. Questions were
75-88) discrimination were added extracted from rapid KPC module 7

NB. The questionnaire was reviewed with technicad guidance from the Hedth Program
manager- Africare Washington, the Statistician, and the Program Co-ordinator.

C. Sampling method for the Survey clusters

The WHO /EPI 30 cluster sampling method was used. The population and the number of
Households were obtained from the 2002 Uganda population and Housing Census. 300
mothers with children under five years were interviewed. Two index children were
considered i.e youngest and oldest child.

D. Training of Enumerators

The training took place from Jan20-22, 2004 at ROSEMA Hotd in Rubaare Sub-county.
The objective of the training was to hep the enumerators conceptudise the questionnaire
and get basc interviewing skills as well as ther roles and responghilities in the survey. A
total of 14 Enumerators (most of whom had participated in two or three of the Ntungamo
CIMCI surveys and from Hedth Depatment) and 2 supervisors were trained( a copy
attached). The training were facilitated by the Program Co-ordinator, M&E Officer,
BCCS and the two Supervisors. The PC summarised the need for the Basdine survey as a
need to know:

a) Where are we?

b) Where do we want to go?

¢) How do we reach there?

The detailed training program is attached.

The Deputy DDHS who urged enumerators to get a proper and sincere basdine from
where to judge the Didrict closed the training. He remarked thus: A this activity should
not be looked at as an Africare business. It is only complementing the Districts efforts
and helping you Health workers to realize the District Health sector objectives in
preventive health”
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E. Data Collection

Data collection took three days from January 22-25, 2004. During the three days of
fidldwork, Enumerators used the KPC quedtionnaire to collect quantitative data in the
CIMCI Plus seven Sub-counties Four vehicles were used i.e 3 Africare Double cabin Pick
ups and 1 Land rover from the Didrict. The team was divided into two groups each with
two vehicles and one supervisor. The two groups further divided themsdves into two
ub-groups containing 3 or4 enumeraiors to cover different clusers within the Sub-
county. Each enumerator administered seven quedtionnaires on average daly. Each
supervisor ensured that he visted each enumerator once a day to ensure that he/she was
on track. The M&E provided the overal support supervision to both groups.

F. Quality Control
The following were put in place for quaity control:

1) The project identified a statistician who had participated in the CIMCI phasel
Midteem and find Evduation Surveys  The Hedth Progran Manager Africare
Washington, the PC, the M&E, the Stdidician participated in the development and
cleaning of the Questionnaire. This enabled him to get more insghts of the whole Survey
before Data entry and analysis was done.

2) Training and fieldwork wereresdential.

This gave more time to enumeraiors to pass through the questionnaire severd times.
Role-plays in the late evenings were done and this enabled them gain more experience
and confidence in adminigering the quedtionnaire. Besdes, it dso gave supervisors and
the M& E ample time to review the questionnaires after fieldwork.

3) Trandation and piloting the questionnaire.

Quedions that were written in English were trandated in Runyankore with every
enumerator participating during the training. The questionnaire was piloted outsde the 30
clusers. The Enumerators were paired and one interviewed while the other looked and
made comments and vice versa .The objective of paring them was to know each and
every ones wesker areas and try to correct them before the fidd work. After the pilat,
there was sharing of field experiences and correction or re- interpretation of questions.

G. Data management and Analysis

This section explans the methodology gpplied from the time the quedtionnaires were
from field up to report writing.

11
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G.1. Datacoding

Four research assgants who were oriented through questionnaire and given ideas on
what was expected, coded the filled questionnaires. The same four people under a close
supervison of the consultant did the work. They did the work from a common place to
ease the making of accurate code sheet. At this stage, some data collection errors were
identified and corrected while others were marked not for entry into the computer.

G.2. Dataentry

A data entry screen was customarily made in EPINFO by the consultant who aso made
its customized check program. These two aspects helped minimise the data entry errors.
The work of data entry was done by five data entrants who aso had to do it from a
common place under close supervision of the consultant.

G.3. Data cleaning

Each data entrant cleaned the records he/she entered using the machine, and after
merging of the datasets, the consultant did find cdeaning before doing data andyss.
Logicd isses as well as consgtency of the data were among key issues investigated at
this stage. Thiswas done in EPINFO.

G.4. Dataanalysis

The cleaned database was then exported to SPSS/PC+ for data andysis. The anadysis was
done following the andyss framework that the consultant made and submitted to the
client. The andyds was done a two leves, namdy the descriptive and policy focused.
The chapter of the findings shows the tables and charts tha summarize the daa in
descriptive manner (showing frequency didributions in percentages and numbers, and
averages, minimum, maximum and mode) and adso datidicd teds tha have been
explained for easy following. Some of the data was transferred to MS Excd to help draw
some charts as seen in the report. The results are not weighted since population of
farmers was not available.

G.5. Report writing and presentation

The conaultant was able to use a mix of software in writing the report including the MS-
Word and Ms-Excd. The report has two sections i.e. the executive summay and the
findings. The chapter on findings is presented as per mgor sections as indicated in the
guestionnaire.

The report has been presented to the client both as a hard copy and soft copy. Included in
a packet submitted to the client is the dataset both EPINFO version, and SPSS Version.
The data dictionary is included in the SPSS verson dataset. The data capture screen and
the check program are also submitted in the softcopy form.

12
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H. Constraint during the survey

The mgor congraint was falure to find mothers a home since it was millet-harvesting
season. This made the groups finish duders late in the night because they utilized
evening times to reach most mothers. The opportunity of holding the survey on Sunday
was a0 utilized as most mothers were drying the millet and did not go to Churches.

13
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V. BASELINE SURVEY FINDINGS

A. Introduction

The findings of this study have been grouped into the following magor sections.

Back ground information which describes the mothers interviewed, and the some
characterigtics of the households composition like the number of children present who are

under five years.

This is followed by the section on breast feeding and nutrition of children covering both
knowledge and practice components.

A section on Diarhed diseases, which covers prevalence, practices and knowledge, is
followed by a section on immunization which in turn if followed by a section on Fever
and then another on HIV/AIDS,

Other section in the report is on care seeking practices.

B. Background Information on Mothersof The Children Aged 0-60 Months

B.1. Ageof themothers

The mothers of the children aged less than 5 years that were interviewed in totd they
were 304, and only one never indicated her age. Those who indicated were manly aged
25 to 34 years as shown in the table 1.1 below.

Table 1.1 Agedistribution of the mothersinterviewed

Age of mothers No %
<=24 years 98 32.2
25-34 years 147 48.4
35-44 years 52 17.1
45+ years 6 2.0
Total 303

The youngest of them was aged 18 years, and the oldest was 55 years with the average
age of 28 years.

B.2.  Ability of mothersto read and writein vernacular.
The mothers were asked to indicate if they could read and write in their vernacular and
64% said they can read/write. The 35.9% who said they can't read/write are not a small

proportion, and S0 in planning communication drategies, they can not be ignored. The
ability to read and write was not influenced by the age of the mother, since those who
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could read were 28.2 years as well as those who could not read were 28.5 years on
average.

Table1.2. Ability toread/writein vernacular

Read/write status No %

Can read/write 195 64.1
Can read/write 109 35.9
Total 304 100.0

Those who said they could read/write, were mainly upper primary dropouts i.e p5-p7,
546 % and generdly the primary dropouts composed 79.1%. The detals are wel
indicated in the table 2.3 below.

Table 1.3 Levd of education of mothers

Levd of education No %
P1-P4 48 24.5
P5-P7 107 54.6
S1-$4 31 15.8
S5-S6 4 2.0
Tertiary 6 3.1
Total 196 100.0

B.3 Marital status of the mothers

Mothers were asked to indicate their the then maritd status, and 89.1% said they were
married, while the singles composed only 3.3%, divorced were 0.3%, separated 2.6% and
widowed 4.6%. The maritd datus is very important because it directs a number of issues
the affects the life style of the home.

B.4  Economic activities of mother

Mothers were again asked to indicate if they were having any income generaing
activities they were involved in tha could generate money for ther own persond use
The mgority of the mothers (about 8 in every ten) 84% said they had such activities The
activities that were mentioned were mainly sdling of surplus agriculturd products 82%
and the handcraft, weaving and rugs 14%. The other activities mentioned were growing
crops specifically for sde 7.4% and shop operations 6.6%. The rest were doing other
businesses.
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Table 1.4 Economic activitiesdone by mothers

Economic activities done by mothers No %0
Handcraft, weaving, rugs 360 141
Growing cropsfor sale 19 7.4
SHling surplus agricultura products 2100 820
Shopkeeper 17 6.6
Street vendor 4 1.6
Sdaried work 6 2.3
Animd kesping 7 2.7
Others 24 9.4
Total 256

B.5  Carefor children whilethe mother isaway for work

The other aspect that was investigated about the mothers was whether they go away from
home to work or not and if yes, who then takes care of the children. It was found that
63% of the mothers interviewed did work away from home. This is a good proportion and

while away, they said some people take care of the children.

Place of work for mothers

Don't work
away from
home
37%

Do work away
from home
63%

The mothers disclosed that they normadly go with ther children at places of work when
they are working away from home (67.4%). However, some mothers leave the children
with ther older gblings 23.7% while other with the rdatives 16%. A very smdl

proportion of the mothers leave the children with their spouses 6.3%.
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Who takes care of children

Neigbours/friends

Relatives

Older siblings

Husband/partner

Mother takes child with
her

C. Background information about the children under five years of age.

The sampled households were asked to indicate the tota number of children in their
households that were under 5 years and give the details of their names sex and age.

From the 304 households visgted, it was found that 51% of them had only one child less
than five years, 41.8% had two children and the rest had 3 children so there were about
two children in a given household on average.

A totd of 475 children aged below 5 years were found in the 304 households of whom
49.7% were males and 50.3 were females.

Looking at their age distributions, the ages were categorized as those below 1 year 22%,
1to 2 years were 21.9%, below 3 years they were 18%, and those below 4 years they
were 20% while those of 4 to 5 years they were 17.5%.

The digtribution of the index children by age and sex is shown in the table 4 beow, and
shows that most of them are aged 12-23 months and 36-47 months The mdefemae
digtribution was dmogt uniform as shown.
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Table 1.5 Distribution of the index children by age and sex

Sex of index child Total
Index child age category [Mde % Femae %
0-5 months 12.1 15.0 13.5
6-11 months 11.6 7.9 9.8
12-23 months 21.4 23.3 22.4
24-35 months 14.7 17.2 16.0
36-47 months 214 194 20.4
48+ months 18.8 17.2 18.0
Total 224 227 451

C.1. Breast Feeding and Nutrition of Index Children

As a methodologicd fact, the index children in the household whose information was
captured were the youngest and the oldest children in that household. This meant thet in
the 304 households surveyed, details were got from 451 children under five,

C.1.1. Age at which mothers stopped breast feeding the index child

Table 2.1 Theagein months of child when mothers stopped breast feeding index child

At what age stopped breast feeding Totd
Sill 0-6 7-12 12-23 24+
months | months | months | months

0-5months | 100.0 0.0 0.0 0.0 0.0 61
6-11 months | 97.7 0.0 2.3 0.0 0.0 44
12-23 70.3 1.0 5.0 22.8 1.0 101
months
24-35 9.9 0.0 2.8 52.1 35.2 71
months
36-47 1.1 0.0 8.8 44.0 46.2 91
months
48+ months | 0.0 1.2 7.4 43.2 48.1 81

40.8 0.4 4.9 30.1 23.8 449

Among the children aged 0-5 months, they were dl ill breast feeding, while those age
6-11 years, mgority (97.7%) were a0 Hill breast feeding. Interesting to note dso is that
the children aged 12-23 months, 70% were till breast-feeding.

Apat from those who were breast-feeding, 30% said they stopped breast feeding at an
age of 12-23 months, and 23.8% breast fed when they were older than 24 months.
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C.1.2. Timetaken to breast feed the child after delivery

61% of the mothers interviewed said they breast fed their children with in the first one
hour after ddivery, while 27% said they took about 28 hours and 10% took more than 8
hours. The trend did not change with the age of the child.

Table2.2 Timethemother breast fed the child after delivery

Time taken to breast feed achild after
ddivery
Within |2-8 hours| 8+ Not Totd

one hour hours| remember
0-5 months 59.0 279 131 0.0 61
6-11 months 75.0 18.2 4.5 2.3 44
12-23 62.4 228 |11.9 3.0 101
months
24-35 64.8 28.2 5.6 14 71
months
36-47 53.3 34.8 9.8 2.2 92
months
48+ months 59.3 27.2 |12.3 1.2 81
Ovedl 61.1 271 |10.0 1.8 450

C.2.  Eating habitsof children

C.2.1. Typesof food eaten in the last 24 hours prior the survey

The mothers were required to make a 24 hour recal of what the index children ate, and
this is summarized in the table bedlow. The most common foods esten by children in 24
hours prior the survey were Bushera 51%, Milk/yogurt 46%, breast milk 37%, bananas
36%, and other mashed/soft food 30.5%. Other foods esaten as indicated in the table are
leafy green vegetables 21.3%, carrotmangos/pawpaws 10%, and potatoes 7%. Only a
andl proportion of children ae eggs 3%, mesat/fish 4% as compared to those that ate
beang/peas 76%.

Table 2.3 Type of food theindex child ate 24 hoursprior the survey

Category labd Freg %
Water 75 16.8
milk/yogurt 203 45.5
Powdered 6 1.3
mashed/soft food 136 30.5
fruit or juice 31 7
Bushera 228 51.1
carrots, mangos or pawpaw 45 10.1
grainsfoods 158 35.4
leafy green vegetables 95 21.3
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Category labd Freq %
meat/fish 18 4
Peas/beans 339 76
Egos 14 3.1
honey/sugar 5 1.1
fat/oils/eshabwe 27 6.1
breast milk 166 37.2
Bananas 159 35.7
Rice 3 0.7
Potatoes 33 7.4
Cassava 2 0.4
Posho 1 0.2
Others 10 2.2
Total 446

C.3. Eating from separate plate

Mothers were aso asked to indicate if the children were using a separate plate to have
their meds from the rest of the members of household. And 80% said their index children
use different plates more so those who are till very young.

Table 2.4 Use of separate platesby index child

Use a separate plate Totd
Ageof child Yes No
0-5 months 100.0 0.0 3
6-11 months 71.0 29.0 31
12-23 months 91.1 8.9 101,
24-35 months 83.1 16.9 71
36-47 months 77.2 22.8 92
48+ months 70.4 29.6 81
Total 80.2 19.8 379

The association that takes place between the edting from a separate plate and age of the
child was significant (X?=15.788, DF =5, P =0.007). The young children tend to est from
separate plates as compared to those who are somewhat old. The intervention then needs
to be properly guided taking care of the age of the child.

For the children that share plates with others, the mothers were asked to indicate whom

the children share with. The mgority of the children shared with older people i.e adults
though 35.5% said they share with other children.
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C.4

Adult members of the household (86.6%) mainly served the children under study (index
children), while their mothers drictly served 12%. This is wdl demondrated in the table

Table 2.5 The peoplethat index child shareswith the plate while eating

Whom child shares with the plate Totd

Other Adults Others

children
6-11 months 0.0 100.0 0.0 9
12-23 months 44.4 55.6 0.0 9
24-35 months 38.5 53.8 7.7 13
36-47 months 47.6 52.4 00 21
48+ months 33.3 66.7 00 24
Total 355 63.2 13 76

Who servesthe children

below. 1t should be noted that some respondents never answered this question.

D.

D.1.

As a way of teding the knowledge of when a child 4ill breest feeding should have
additiona foods given, 69% sad a 6 months. However about 1 in every ten (13%) sad
the earlier than 6 months of age is good enough while 12% sad after 6 months. 6% were

Table 2.6 The person that servestheindex child food in a home

Who serves the child Totd
Adults Other Mother | Others
children
0-5 months 100.0 0.0 0.0 0.0 4
6-11 months 90.6 0.0 9.4 0.0 32
12-23 months 84.0 1.0 14.0 1.0 100
24-35 months 84.5 2.8 12.7 0.0 71
36-47 months 83.0 11 15.9 0.0 88
48+ months 93.5 0.0 5.2 1.3 77
Ovedl 86.6 11 11.8 0.5 372

Knowledge of improving nourishment of children

K nowledge of mothers about when to introduce additional foodsto a breast

feeding child

very open and they said they do not know.
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12%

above 6 months

dk

child

Earlier than 6 months

at 6 months

69%

Knowledge on when to give additional foods to breast feeding

13%

E. Diarrhea Among the Children

E.l.  Prevalenceof diarrhea among the index children

Mothers were asked whether their index children had diarrhea in the last two weeks prior
the survey, and generdly 18% of the index children had it in the specified time period.
The prevalence associated with the age of the index child (X?= 55.07, DF =5, P= 0.000),
for example, anong the children aged 6-11 months it was as high as 48%, while among
the 36 months and above aged children it was very low. This may require that the
sendtization of the communities may need to advise the mothers in reation to the age of
the child and make them less vulnerable.

Table3.1 Prevalence of diarrhea

Had diarrhea Totd
yes no
0-5 months 23.0 77.0 61
6-11 months 477 52.3 44
12-23 27.7 72.3 101
months
24-35 141 85.9 71
months
36-47 2.3 97.7 88
months
48+ months 7.4 92.6 81
Ovedl 18.2 81.8 446
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E.2.  Feeding habitsof children with diarrhea

This section looked a the children ill breast feeding, those who had started eating and
drinking. The andyss is therefore focused on the three areas, the breasting experience,
the esting of solid/smashed food and drinking.

E.2.1 Breasting feeding practices of children with diarrhea

Among the children who were ill breast-feeding and had diarrhea, were mainly bresst-
fed same as usud 53.3%. Those children that were indicated as having had a reduction in
the breast feeding trends were 26.7%. In generd, 63.3% of children ill breast feeding
were ether breast fed more or same, while the rest had a reduction or complete stop
which was ether by the mother stopping or the child refusing.

How children with diarrhea were breast fed during

+h 1olen
e SICKNCSS

60.0 - 53.3

50.0

40.0 1

Z20b.1
0/ 30.04

20.0 1

10.0 83
10.0 1.7

0.0
More than Same as Lessthan Deliberately Child refused
usual usual usual stopped
breast
feeding

E.2.2. Giving of fluids

Wil knowing of the effect of the diarrhea, the study wanted aso to establish the practice
of mothers in giving of fluids to children who had it. In generd terms, 43% were sad to
have receved the same amount of fluids during the time of dckness like before the
sckness, while 38.9% sad they had received more than usud.

Those who received less than usud were only 18%. In genera terms, 82% of the children
with diarrhea had received more or same amount of fluids.

Table 3.2 Provision of fluidsto an index child with diarrhea

Provison of fluids Tota
Morethan | Sameas | Lessthan
usud usua usua
0-5 months 0.0 83.3 16.7 6
6-11 months 38.1 47.6 14.3 21
12-23 months 28.6 50.0 21.4 28
24-35 months 60.0 10.0 30.0 10
36-47 months 50.0 50.0 0.0 2
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Provison of fluids Totd
Morethan | Sameas | Lessthan
usud usud usud
48+ months 100.0 0.0 0.0 5
Oveadl 38.9 43.1 18.1 72

E.2.3. Giving of solid/mashed foods

Notice that the base of the children that had diarrhea is changing for the different tables,
and this is because some children had not started taking ether fluids and or foods because
of age.

However, of those that had diarrhea and were dready taking some foods, 26.2% were
sad to have received more of such foods than before while 41% had got just as usud. In
generd terms, one can say that 67.2% of children with diarrhea had received more or
same solid/mashed food during their sickness.

Table 3.3 Provision of solid/smashed foodsto an index child with diarrhea

Provision of solid/smashed foods Total

Morethan |Sameas Lessthan |Totd

usud usud usua
0-5 months 0.0 100.0 0.0 1
6-11 months 13.3 40.0 46.7 15
12-23 months 14.3 50.0 35.7 28
24-35 months 50.0 20.0 30.0 10
36-47 months 50.0 50.0 0.0 2
48+ months 80.0 20.0 0.0 5
Ovedl 26.2 41.0 32.8 61

E.3. Treatment of children with diarrhea

The mothers were asked to indicate where they got the treatment for their children, and
the kind of treatment they got either from home or hedlth unit.

E.3.1. Place of treatment
The mothers said 65.4% of the children with diarrhea had receved trestment from home
while 34.6% had had it from outsde home.

This place of trestment did not sgnificantly be associated with the age of the child.
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Table 3.4 Where the index child with diarrhea got treatment

Where got treatment
At home Outsde home Total
0-5 months 83.3 16.7 12
6-11 months 52.4 47.6 21
12-23 months 60.7 39.3 28
24-35 months 80.0 20.0 10
36-47 months 50.0 50.0 2
48+ months 80.0 20.0 5
Overdl 65.4 34.6 78

E.3.2. Treatment at home

The nature of trestment was very import aspect for the children that had diarrhea, which
they got a home. The interegting bit of this is that of the 51 children with diarrhea who
received treatment from, 745% had got herba treatment. And 255% got anti-
diarrheal/antibiotics trestment. ORS was only taken by 7.8% of the children of interest.

Treatment given to children with diarrhea at home

Others

Panadol

_fra5

Herbs

Anti-diarrhea medicine
or antibiotics

Cereal based ORT

Sugar salt solution

ORS

T u u T u u u T T
0.0 . . . . 50.0 60.0 70.0 80.0

%

The children who were taken from home, they were mainly taken to government hedth
fecilities or clinics 48.9%. Others were taken to the nearest drug shops 34% while those
taken to hospitals were just a smdl proportion 4.3%. The private physicians were only
visited by 6% of the sck children with diarrhea,
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Table 3.4 Wheredsethechild with diarrhea wastaken for treatment other than home

Where child was taken No %

Government hospital 2 4.3
Government hedth fadility dinic 23| 489
Private physician 3 6.4
Drug shop 16 34.0
Rdative, friend or elder 1 2.1
Others 2 4.3
Total 47| 100.0

The kind of trestment that the children with diarrhea got when teken outsde the home
was manly anti-diarrhea drugs or antibiotics, 48% and ORS 34%. This is well indicated

in the figure below.

others
16%

Anti-diarrhea
medicine or
antibiotics

48%

Treatment that children with diarrhea got
from outside home

ORS

Cereal based
ORT
2%

The dataindicated that the place where the child is taken has grest influence over what
the child is given in the long run (X?=46, DF =12, P =0.000). Thisis explained in the

table below
Table 3.5 The nature of treatment given outside home
Treatment outsde home Total
ORS |[Cered based Anti-diarrhea Others
ORT medicine or
antibiotics

Government hospital 50.0 50.0 0.0 0.0 2
Government hedlth facility 60.9 0.0 39.1 0.0, 23
dinic
Private physician 33.3 0.0 0.0 66.7 3
Drug shop 31.3 0.0 62.5 6.3 16
Reative, friend or der 0.0 0.0 100.0 0.0 1
Ovedl 46.7 2.2 44 4 6.7| 45

Looking a the information in the table above, children take to hospitds are given ORS,
and the same thing happens with those taken to government hedth facility/clinic. Taking
the private physician as an example, mgority of the children is given anti-biotic.
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This may imply that the project needs to advise the mothers where to go in case the child
gets diarrhea since this affects what children are given.

F. Knowledge about diarrhea case management
F.1.  Preparation of ORS

One of the areas of managing diarrhea cases is the preparation and adminidiration of
ORS. Mothers were asked to describe the steps taken to prepare the ORS for child with
diarrhea, and those who said they dl steps correctly were only 15 out of 304 mothers
interviewed. This made only 4.9% of the entire sample Sze, which is a rather very smal
proportion. The ones considered not knowing were those who tried and faled and those
who could not try any sngle sep by saying they just do not know. This is wdl
demondtrated in the chart.

Preparation of ORS solution

80.0
70.01
60.0+
50.01

% 40.0
30.01
20.01
10.04
0.0

correct incorrect DK

As noted from the results, it is obvious that this is genera ignorance which is not
influenced by whether the mother is educated or not, young or old, rich or poor. It should
be tackled massvely knowing that mothers jugt fdl in the same trap. The mgor issue that
brought this most likely was the washing of hands as something maor.

F.1.1. Knowledge on how diarrhea spreads and how to avoid it
Mothers were aso asked about how one can get diarrhes, and they gave a number of
varying responses as shown in the table below.

The most common way of getting diarrhea as perceived and mentioned by mothers were

edting with unwashed hands 26%, egting cold food 26%, lack of latrine 18%, worms 19%
and drinking un boiled water. Other issues mentioned are listed in the table below.
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Table 3.6 The perceived waysthrough which one can get diarrhea

Perceived Ways through which one can get diarrhea :I\Ig%(;f]) %

Drink un-boiled water 41 135
Eating cold food 78 25.7
Eating with dirty/unwashed hands 80 26.3
Lack of latrine 56 18.4
Serving food with dirty/unwashed hands 38 125
Eating unwashed fruits 34 11.2
DK 57 18.8
Helmethics 4 1.3
Eating contaminated food 9 3.0
Eating unwanted food 6 2.0
Worms 59 19.4
Breast milk 2 0.7
Poor nutrition 15 4.9
Eating soil 3 1.0
Unwashed food utensls 15 4.9
Uncovered food 6 2.0
Unwashed breasts 1 0.3
Poor home sanitation and hygiene 4 1.3
Comes onitsown 2 0.7
Half cooked food 2 0.7
High temperatures 6 2.0
Other diseases 2 0.7
Change of food 4 1.3
Others 11 3.6
When developing teeth 3 1.0
Hies 4 1.3

After mothers had indicated how diarrhea spreads, they were again required to mention
how they can prevent it. Still the mothers as demondrated in the table below suggested a

number of ways.

The mogt common ways suggested were washing hands before eating 25%, boiling

drinking water 24%, eating hot food 20%, and washing hands &fter latrine,

Table 3.7 Per ceived ways of avoiding diarrhea

Percelved ways of avoiding No (n %
diarrhea =304)

Bailing drinking water 72 23.7
Washing hands before egting 75 24.7
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Percelved ways of avoiding No (n %]
diarrhea =304)

Washing hands after latrine 58 19.1
Eating hot food 61 20.1
Washing hands before serving 35 115
food

Proper fecal disposal 60 19.7
DK 72 23.7
Covering food 28 9.2
Giving soft foods 2 0.7
eating ready food 6 2.0
cleaning utensils 35 115
Cleaning compound 1 0.3
edting nutritious food 10 3.3
Persond hygiene 5 1.6
Loca herbs 6 2.0
Avoiding faity foods 3 1.0
Change in foods 0 0.0
others 11 3.6
no way 2 0.7
Wash fruits before egting 1 0.3

F.2.  Hand washing practices

F.2.1. When mothers normally wash hand
In the effort to establish further how to fight the spread of diarrhea, mothers were asked
to indicate when they normaly wash their hands.

The mogt common times mentioned of when they wash hands were after larine use
61.5%, when hands are dirty 85.2%, and before eating 49%.

Table 3.8 When mother swash hands

When mothers wash hands No %
Before eating 150 49.3
After latrine use 187 61.5
Before serving food 83 27.3
When dirty 177 58.2
Before feeding child 40 13.2
After attending a child that has 15 49
defecated

DK 2 0.7
After work 11 3.6
Morning 22 7.2
Going to bed 4 1.3
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When mothers wash hands No %]
After peding 11 3.6
Before preparing food 4 1.3
Any time 6 2.0
After egting 14 4.6
Others 2 0.7
Total 304

F.2.2. Had washing facility at latrine

As the mothers were confessng of washing hands after latrine use, the study amed dso
a edablishing whether they have a hand washing facility with sogp/ash present at the
latrine. The mgority of the homes whether the mothers surveyed were never had such
faclity (96%). This is a very generd problem, which must dso be addressed generdly
and massvely.

Presence of hand washing facility with soap at the

latrine yes

4%

96%

F.3.  Symptomsthat would force the mothersto seek treatment for child with
diarrhea

The most common symptom that mothers normaly look for in order to take their children
with diarrhea to the hedth facility to seek treatment were mainly weskness or tredness of
children 53%, prolonged diarrhea 31%, dehydration 23% and to some extent fever 19%
and vomiting 17%. Other symptoms given are shown in the table below.

Table 3.9 Symptomsthat makethe mother seek treatment or advice when child hasdiarrhea

Symptoms No %]
Vomiting 53 17.4
Fever 57 18.8
dehydration 71 23.4
Prolonged diarrhea 95 31.3
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Blood in stool 43 141
Weakness or tiredness 162 53.3
Not able to drink/breast feed 76 25.0
DK 6 2.0
Too much diarrhea 19 6.3
Ydlow eyes 1 0.3
edting soil 2 0.7
Eating herbs 1 0.3
Nothing 2 0.7
Muscle wadting 1 0.3
Nausea 1 0.3
Others 5 1.6
Total 304

F.3.1. Falsetooth extraction practices

The mothers were asked if the index child had had any fdse tooth extraction in last 12
months prior the sirvey. The index children studied had a good proportion of them 41.2%
having gone through the false tooth extraction.

This is a very high proportion of children that suffer the exercise of fadse tooth extraction
that exposes them to anumber of infections and other damages.

Table 3.10 Prevalence of falsetooth extraction

False tooth extraction |Totd
Yes No
0-5 months 29.5 70.5 61
6-11 months 52.3 477 44
12-23 months 515 48.5 101
24-35 months 30.6 69.4 72
36-47 months 40.2 59.8 92
48+ months 42.0 58.0 81
Ovedl 41.2 58.8 451

The same what less affected so far are the children aged 0-5 months, and who can be
protected if the program startsin time.

Magority of these children get the fdse tooth extraction when they are ill very young i.e
less than 2 months 56.5% or just before 6 months of age 31.2%.
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Age at which false tooth extraction was done

7-12 months Don’t

11% remember

\ 2%
_l

The practice of fadse tooth extraction was found to be very much influenced by the
education of the mother 30% (Gamma =0.26). The mothers who were able to read and
write.

Among those who could read and write, mgority never took their children for fase tooth
extraction as compared to those who can read and write. This is well confirmed by the
association tests (X2=7.5 DF =1, P =0.006) and in the figure below. Actudly a child
whose mother could not read and write had dmost double the risk of having fase tooth
extraction than a child whose mother could read and write (Oddsratio =1.7).

Influence of education of the mother on false tooth
extraction of the child

0.0

Can read/write

Can't read/write

@ No false tooth extarction

63.4

50.0

had false tooth extarction

36.6

50.0

Taking the association of the education of the mother a bit father, and assuming that those
who could not read and write have no education at al, the trend becomes more interesting
and red. The proportion of children that have had fdse tooth extraction were reducing
with the increased level of education of the mothers (X?=16, DF =4, P =0.003). This may
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imply that the practice of fase tooth extraction can be fought usng a education sysem
aso. Thiswill help the program to be sustained and have more effect on future
generations.

Level of education Vs false tooth extraction
807

704

60

50

% 404

301

204

NN N N N

104

0
No

. sl-s4
education

pl-p4 p5-p7 Tertiary others

44.4
55.6

67.7
32.3

745
25.5

80.0
20.0

75.0
25.0

O No false tooth extarction 50

had false tooth extarction 50

G. | mmunization

The immunization issues were only focused on children aged less than 24 months. And a
number of issues were studied like the records and evidence of the child having received
the required immunization levels.

G.1. Possession of the vaccination recordsfor children by mothers

Mothers were asked if hey possessed the vaccination records for the index children, and
58.3% of the children of interest had mothers who possessed their vaccination records.
Therest of the children had their mothers not having their vaccination records.

This was more so among the G5 months old children, and the proportion of the children
whose mothers had the records was incressing with the age of the child (X?=14.056, DF
=2, P =0.001). It may be that some time back mothers were told to keep the vaccination
records of their children and that ended so that the new mothers do not religious keep the
records. One may need to find out why this trend.

Table 4.1 Possession of immunization card for index children lessthan 24 months old

Have vaccination records | Totd

yes no
0-5 months 39.3 60.7 61
6-11 months 59.1 40.9 44
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12-23 69.3 30.7 101
months
Ovedl 58.3 41.7 206

G.2.  Immunization coverage

G.2.1. BCG

Of the 120 children that had the vaccination records with their mothers, al most al of
them had the vaccinated againgt BCG, since only 2 children (2%) had a missng date for
the BCG. Of those who indicated whether BCG was given or not, 73.4% sad the given
child received the BCG. However, a good number never indicated the status of the BCG
vaccinaion on a given child. Out of 206 children aged below 24 months, 142 never had
their status indicated.

Table4.2 BCG Immunization status

BCG Immunization Satus Tota
Age of child Been given |[Not been given
0-5 months 40.0 60.0 15
6-11 months 70.6 29.4 17
12-23 months 90.6 9.4 32
Ovedl 734 26.6 64

On observing for the scar, only 54 children were observed for the same of whom 75.9%
had the scar present and 24.1% the scar was absent. The absent scares were mainly
among the children aged 0-5 months 37.5%, and 6-11 months 37.5% as compared to
those aged 12-23 months 13.3%.

G.22. OPV

OPVO, on the cards, out of 120 children, 84 children never had the date indicated (70%),
and OPV1, only 6 children (5%) had no date for it on the card. Looking at OPV2, and
OPV3, 15 (125%) and 27 (22.5%) children respectively never had dates when taken
indicated on the cards.

G.23. DPT

The coverage of DPT at the three levels was well indicated for example the DPT1 only 8
children (7%) had no indication of date for this 17 children 14% never indicated for
DPT2, while 29 children 24% had no indication of DPT3 on their cards.

G.24. Meades
54 children (45%) out of 120 who had the vaccination records had no date indicated as to
when the child took the meades vaccine.



Annex 3-KPC Report

G.2.5. Vaccination against tetanus, whooping cough and diphtheria
Mothers were asked if the index child was given injection on the left thigh to prevent the
child from getting the tetanus, whooping cough or diphtheria

Though only 60 children had this question answered for them by the parents, among
those that responded mgjority had had the injection 76.7% as compared to those who
have not yet 23.3%

Table4.3 Have had injection in |&ft thigh

Have had injection in left Totd

thigh

Injected Not

injected

0-5months 36.4 63.6 11
6-11 months 70.6 29.4 17
12-23 months 93.8 6.3 32
Overdl 76.7 23.3 60

It was not enough to just know whether the child had received the injection of not, but to
try and edablish how many injections the child has received. The data shows that
mgority of the children 46.2% had received up to 3 injections though they are dill many
that have received only 1 injection 12.8% and two injections 33.3%.

Table 4.4 Number of injectionsreceived in left thigh

Number Freg %
1.00 5 12.8
2.00 13 33.3
3.00 18 46.2)
4.00 il 2.6
5.00 2 5.1
Total 39 100.0

G.2.7. Polio vaccinations

Only a totd of 50 children had their mothers respond for them about when the first polio
drops were given to them. From those that responded, only 20% were given at birth while
76% was after wards and 4% could not recdll.

The & birth proportion was only high among the very young children 0-5 months.
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Table 4.5 Age when given polio drop wasfirst given

Age when given poliodrop |Total
wasfirg given
Just at birth [Later |Don't
know
0-5 months 50.0 50.0 0.0 6
6-11 months 15.4| 84.6 0.0 13
12-23 16.1] 77.4 6.5 31
months
Ovedl| 20.0p 76.0 4.0 50

Those who had received the polio drops, the mothers were asked to indicate the number
of timesthey have received the drops. Mg ority had received up to 2 times 42% and
others had received 3 drops 30.2% as shown in the table.

Table 4.6 Number of times child received the palio drops

Number of times received No %
the polio drops

1.00 8 18.6
2.00 18 41.9
3.00 13 30.2
4.00 4 9.3
Total 43 100.0

G.2.8. Meadesvaccination

The vaccination agangt meedes a 9 months being given to children was adso asked
about. Only children aged 9 months and above but less than 24 months are in this
andyss. These were 36 in number that responded to the question and of whom, 75% said
they have been immunized aganst mesdes. Among those aged 9-11 years, no one was
vaccinated as yet.

Table4.7 Has child ever been vaccinated against measles

Vaccinaed againg | Totd
meades
Yes No
9-11 months 0.0 100.0 4
12-23 84.4 15.6 32
months
Totd 75.0 25.0 36
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G.2.9. Participation levels of children under 24 monthsin national immunization
day

Among the 12-23 months old children, 99% of them had participated in the nationd
immunization days, while among 6-11 months only 51% had paticipated, and yet
another smaller proportion of 23% among the children aged G5 months had participated.
This could be the reduction in fire of the nationa immunization days, that is why there is
a reduction. The other possble reason could be the increased number of opportunities for
the child to participate which increases with the age. Generdly, however, 74.8% of the
children aged 0-24 months that responded to the question had participated in the nationa
immunization days.

Table4.8 Has child ever participated in national immunization days

Ever paticipated in Totd
nationd immunization
days

Yes No
0-5 months 23.1 76.9 26
6-11 months 51.4 48.6 35
12-23 months 98.9 11 90
Totd 74.8 25.2 151

G.2.10. Immunization of mothers during pregnancy

Mothers were asked if during pregnancy they received the injection to prevent the child
from getting convulgons after birth, an anti-tetanus shot or an injection a the top of the
shouder. And about seven in every ten (66%) had received such an injection.

Immunization of mothers during
pregnancy
Didn't

Receive
34%

eceived
66%

And 37.6% had the card or other documents with the immunization informetion. The
mgority hence never had any supporting evidence.

H. FEVER

H.1. Prevalence of fever among index children
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The prevdence rate of fever among the children aged 0-59 months was standing at
29.3%, and the least hit children were those aged 0-5 months.

Table 5.1 Prevalence of fever among index children

Did child have fever

Hadfever] Nofever Totd
0-5 months 14.8 85.2 61
6-11 months 36.4 63.6 44
12-23 months 36.6 63.4 101
24-35 months 27.8 72.2 72
36-47 months 33.7 66.3 92
48+ months 23.5 76.5 81
Overdl 29.3 70.7 451

H.2.  Feeding habits of children with fever

This section looked at the children 4ill breast feeding, and those who had started eating
and drinking. The andyss is therefore focused on the three aress, the breasting
experience, the eating of solid/smashed food and drinking.

H.2.1. Breast feeding habits of index children with fever

Among the children that had fever and were 4ill breedt-feeding, the study wanted to
know how they were breast fed during the time the child had fever. In this section of
feeding habits, the totd number of children will be changing because children a different
ages are able to drink and or eat in addition to breast feeding, and hence if they have not
garted any of them, the mothers considered that issue as not applicable.

The study showed that out of 50 children, 68% of them were ether breast-fed more or
same during the time they had fever.

Table5.2 Breast feeding experience of children with fever

Did the child breast feed Total
Morethan Sameasusud | Lessthan usud The child Tota
usua refused to
breast feed
0-5 months 22.2 55.6 11.1 11.1 9
6-11 months 214 35.7 28.6 14.3 14
12-23 24.0 44.0 20.0 12.0 25
months
24-35 0.0 100.0 0.0 0.0 2
months
Totd 22.0 46.0 20.0 12.0 50
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H.2.2. Taking of fluids by children with fever

Of the 125 children that had fever and had started drinking, 47.2% and 31.2% were able
to drink more than usud and same as usud respectively. In generd, those who were able

to drink as usua or more than usua were 78.4% as demonstrated in the table.

Table5.3 Drinking of fluids by child with fever

Able to drink during fever Tota
Morethan | Sameasusud Lessthan
usud usud

0-5 months 50.0 50.0 0.0 4
6-11 months 33.3 46.7 20.0 15
12-23 56.8 16.2 27.0 37
months

24-35 40.0 35.0 25.0 20
months

36-47 43.3 40.0 16.7 30
months

48+ months 52.6 26.3 211 19
Ovedl 47.2 31.2 21.6 125

H.2.3. Eating of solid/mashed food

The edting of solidmashed food was somewhat poor than drinking fluids among the
children that had fever. In generd, 67.7% of these children had to eat more or it as usud

during fever.
Table 5.4 Eating of solid/mashed foods by child with fever
Ableto eat solid/mashed food during fever | Totd
Morethan | Sameasusud Lessthan
usud usud
0-5 months 50.0 50.0 0.0 2
6-11 months 35.7 14.3 50.0 14
12-23 29.7 35.1 35.1 37
months
24-35 35.0 30.0 35.0 20
months
36-47 26.7 43.3 30.0 30
months
48+ months 38.9 44.4 16.7 18
Overdl 32.2 35.5 32.2 121
H.3. Treatment of children with fever
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H.3.1. Homefever treatment

Mothers of children that had fever were asked as to whether their children recelved
treetment at home before seeking treatment outsde. Out of 122 children that had fever,
51.6% had received treatment at home before going out to other placesto seek treatment.

Table5.5 Child with fever getting treatment at home

Got treatmentat | Total
home

Yes No
0-5 months 55.6 44.4 9
6-11 months 375 62.5 16
12-23 50.0 50.0 36
months
24-35 47.4 52.6 19
months
36-47 55.6 44.4 27
months
48+ months 66.7 33.3 15
Ovedl 51.6 48.4 122

The mogt common form of trestment that children with fever got a& home was manly
panadol/maxadol 72.6% and Chloroquine/gawaguinegmaaragquine 54.8%. The proportion
that received fandgdar at home was only 11.3%.

Table 5.6 Nature of treatment given to child with fever at home

Treatment given a home No %
Chloroquine/gawaquine/maaragui 34 54.8
ne

Fansdar 71 11.3
Quinine 4 65
Asoirin 1 16
Panadol/maxadol 45 72.6
Traditiond herbs 6] 9.7
Don't remember 1 16
Others 9 145
Totd 62 100

H.3.2. Fever treatment outside home

Apat from home, mothers were asked if they sought trestment of fever from outsde
home for their children. And about 85% sad they went outsde home and sought
trestment for ther children.

Table 5.7 Whether child with fever got treatment outside home or not
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Seek treatment outside Totd
home
Yes No

0-5 months 66.7 33.3 9
6-11 months 100.0 0.0 16
12-23 months 89.2 10.8 37
24-35 months 90.0 10.0 20
36-47 months 80.0 20.0 30
48+ months 76.5 23.5 17
Oveadl 85.3 147 129

The children who were taken outsde home to ®ek trestment for fever, they were mainly
taken to drug shops 37%, or government hedth facility/clinic 32%. Others were taken to
private physicians 14.5%.

Table 5.8 Wherechild with fever wastaken for treatment other than home

Pace where the child wasfirst taken No %
Government hospital 98.2
Government hedlth facility or dinic 35 31.8
Private physician 16 14.5
Ordinary shop 4 3.6
Drug shop 41 37.3
Market drug vendor 1 )
Village hedth worker 2 1.8
Others 2 1.8
Total 110  |100.0

The trestment given to the child suffering from fever when taken outsde home ranged
from Panadol/maxadol  65.5%,chloroquine/dawaquine/maaraquine  45.5%, Quinine36.4%
and Fansdar 20.9% as the most common forms of treetments given to Blood transfusion
or Amodiagune/camaguine 0.9% as the least common. The details of other forms of
trestment are shown in the table below.

Table 5.9 Nature of treatment a child got when taken outside home

Trestment given outside home for Frequenc

fever y
chloroquine/dawaguine/maaraguine 50 45.5
Fansidar 23 20.9
Amodiaguine/camaguine 1 0.9

41



Annex 3-KPC Report

Quinine 40 36.4
Asrin 5 4.5
Panadol/maxadol 72 65.5
Traditiona herbs 2 1.8
Don't remember 8 7.3
cough syrup 6 55
Blood transfusion 1 0.9
Septrin 18 16.4
Others 8 7.3
Admitted and transfused 3 2.7
Tota 110 100.0

H.4. Knowledge of mothersabout how to handle fever cases

H.4.1. Symptoms that would make mothers seek advice or treatment for children with
fever.

The most common sgn that mothers tend to observe on their sck children and would
judtify the taking of the child draight to the hedth facility or seek advice are weekness
40%, high temperature 34%, failure to breast feed or drink 33%, vomiting 33% and
convulsions 24%. The other symptoms mentioned are indicated in the table below.

Table5.10 Symptomsthat make mother s seek treatment away from homefor child with fever

Symptoms No %
iff neck 10 3.3
convulsons 72 23.8
Unconsciousness 26 8.6
Genera weakness 122 40.4
Failure to breast feed/drink 99 32.8
Vomiting everything 98 32.5
DK 11 3.6
Diarhea 10 3.3
High temperatures 103 34.1
Breeding through the nose 2 0.7
Uncomfortable 3 1
Shivering 8 2.6
Yelow eyes 9 3
Ydlow urine 2 0.7
Cough 4 1.3
Crying alot 1 0.3
Difficult in bregthing 6 2
Others 9 3

42



Annex 3-KPC Report

Abdomind pans 1 0.3
Body changes 4 1.3
Tota responses 302

H.4.2. What mother think cause malaria/fever

As a way of testing knowledge, mothers were asked to indicate how they think could the
cause of maaria They gave mainly mosquito bites 84.8% & the cause, though 15% said
drinking un boiled water can cause madaria One can not forget to note that 13% said they
do not know what causes mdaia  Other responses included rain, poor feeding and
worms as shown in the table.

Table5.11 What mother sPer ceive as causes for malaria

Percaeived Causes of mdaria No %
Drinking un boiled water 45 14.9
Eating mangos, fresh maize eic 12 4
Change of weather or being beaten by rain 22 7.3
Mosquito bites 257 84.8
DK 40 13.2
Bushes 2 0.7
Stagnant water 1 0.3
Others 5 1.7
Poor feeding 4 1.3
Worms 3 1
Poor hygiene 1 0.3
Total 303 129.4

H.4.3. What isdoneto prevent children from getting malaria?

The common ways that mothers know of preventing maaria from atacking them and
their children were given and summarized in the table below. The most common ones are
clearing compound 28%, diminating stagnant water 23%, using mosquito nets 21%,
closng windows and doors early 24% and boiling drinking water 18%. However, 22.5%
sad there is nothing they can do to prevent maaria

Table5.12 Per ceived ways of avoiding malaria

Percaived ways of avoiding mdaria Count Cases
Bailing drinking water 55 18.2
Avoiding esting mangoes/fresh maize eic 8 2.6
Using mosquito bed nets 63 20.9
Using household sprays 7 2.3
Eliminating Sagnant water 69 22.8
Clearing the compound 85 28.1
Using anti-mdarid 13 4.3
Traditiond herbs 5 1.7
Using locd repdlants 2 0.7
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Closing windows and doors early 73 24.2
DK 12 4
Nothing 68 22.5
Cover body at night 8 2.6
Others 12 4
Total responses 302 158.9

H.5.  Useand handling of mosguito bed nets

H.5.1. Useof mosquito bed nets
The mosguito nets were found to be used by only 16% of 304 households visited during
the survey. Thiswas irrespective of who used the net during thet night.

When the mothers were then asked to specify who dept under the net, it was found that
mgority were children under five years as demongrated in the bar chart below.

Who slept under the net

907
80+
704
60+
501
40+
301
201
10+

Others Children Husband Mothers Under 5
above 5 years
years

Beddes the children under five, the other household members that dept under the net
were mothers 54%, husband 44%. The proportion of other children that deep under the
net was smal 12% as shown above.

The mosquito nets for children were found to on average 16 months old, with the newest
being 1 month old and the oldest 48 months old.

Mogt of the nets were acquired about 10 months ago, with trend of acquiring them being
positively skewed, meaning most of the nets are new nets and just a few are old nets in
terms of age. This is wdl displayed in the higogram of the time in months when the nets
were acquired.
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Time in months when the mosquito net for

children was acquired
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H.5.2. Treatment of the mosquito nets with mosquito repellants

When mothers were asked the months that have passed when the nets were last dipped in
the repellant, only 23 out of 64 (34%) had dipped the nets, of whom 26% had done it one
month prior the survey. 17% said two months ago, 4.3% said 3 months ago and 4 months
ago, 8.7% five months ago and 39% could not remember when the dipping was last done.

Mog of the nets for the children under five were dipped only once 26%, though about
17% were dipped twice, 39% said they could not remember and the rest dipped them 3 to
5 times ever since they were bought.

Table5.12 Timesthe mosquito bed nets have been re-dipped

Times re-dipped Frequency %
1.00 6 26.1
2.00 4 17.4
3.00 1 4.3
4.00 1 4.3
5.00 2 8.7
Don't remember 9 39.1
Totd 23 100.0

H.5.3. Washing of the mosqguito bed net
Mogt of the mothers confessed of having ever washed the bed nets of ther children under
five 67% as shown in the table below.
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Table5.13 Washing of mosquito bed net

\Washing of Freq %
the bed net

\Washed 35 67.3
Never

vashed 17 32.7]
Totd 52 100.0

Whereas the mothers who said they have ever washed the bed nets had acquired the said
bed net dightly earlier (16 months) than those who said they have never (14 months), the
data indicated that the average ages of the bed nets are not dgnificantly different
(ANOVA F computed =0.351 P =0.556). This may imply that mothers just do not wash
bed nets for the children whether the bed net is new or old, the age of the bed net may be
used as an excuse but there is no evidence for that.

For those that have washed the bed net, the mgority have done it only either once 20%,
or twice 26% or just three times 23%. Thisis shown in the table below.

Table5.14 Number of timesthe mosquito bed has been washed

Times wash Frequency %
the n

1.00 7 20.0
2.00 9 25.7
3.00 8 22.9
4.00 1 2.9
5.00 2 5.7
6.00 6 17.1
14.00 1 2.9
Don't
remember 1 29
Tota 35 100.0

When the mother indicated that an index child dept under the net, she was asked to bring
the net for observation by the enumerator. The nets which were found with holes they
were categorized as in bad dtate, while those 4ill intact were in good state. From the data,
65% of the observed nets were in good state and were somewhat effective in protecting
the children from maosquito bites.
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Condition of the bed net

Bad
condition
35%

Good
condition
65%

H.6. ‘Millet’ extraction prevalence and practices

In generd terms, 12% of the index children were taken for ‘millet’ extraction in 12
months prior the survey. It is not clear whether some mothers refused to commit
themsdves and smply said don’t know.

Table 5.15 Prevalence levels of ‘millet extraction’

Ever been taken for millet extraction Tota
Yes No DK

0-5 months 6.6 88.5 49 61
6-11 months 13.6 81.8 45 44
12-23 months 11.9 88.1 0.0 101
24-35 months 11.1 84.7 4.2 72
36-47 months 13.0 82.6 4.3 92
48+ months 16.0 80.2 3.7 81
Oveadl 12.2 84.5 3.3 451

Mogt of these children have been taken for the extraction of the ‘millet’ a an age of 712
months as shown in the chart below.

Age at which 'millet’ extractiogq\a/as done
60.0

50.0

40.0

29.6
X 300

20.0 13.0

10.0 —'—i 19

0.0

Less than 2 2-6 months 7-12 months DK
months

H.7. Knowledge and practice of mothersin preventing malaria during pregnancy
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H.7.1. How one can prevent malaria during pregnancy

The following ways are known to the mothers through which they can avoid mdaria
when they are pregnant. The most common ones are use of ITNs 49%, taking anti-

madarid 37%, closng windows and doors early 19% and others as indicated in the table.

Table5.14 Perceived waysof how a pregnant mother can prevent fever/malaria

How a pregnant mother can prevent fever/maaria No %
Windows and doors are closed 58 19.2
Anti-mosquito insecticide is sprayed 5 17
Compound cleared of bush 29 9.6
Stagnant water cleared 29 9.6
Use mosuito coil 5 1.7
Burn plant leaves 6 2
Burn cow dung 1 0.3
Take anti-mdarid drugs 112 37.1
UselTNs 147 48.7
DK 49 16.2
Attend Antenatd care 5 1.7
Seeping early 1 0.3
Avoid un boiled water 25 8.3
Nothing 7 2.3
Feeding well 4 1.3
Others 3 1.0
Tota responses 302 161.3

H.7.2. Practice of the pregnant mother in taking anti-malarial drugs

Wheress it is advissble tha pregnant mothers should take anti-mdarid drugs during
pregnancy, about 50% of the mothers confessed that they never took the drugs during
pregnancy of the youngest child. This is a very high proportion that should be brought

down.

%

Taking of anti-malarial drugs during pregnancy

50.0

45.0

40.0

35.0

30.0

25.0

20.0

15.0

10.0
5.0

0.0
Took Didn'y take Don't remember

The most common drug taken by the pregnant mothers was fansdar 82% and only 11%

sad they took chloroquine while the rest took other drugs.
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Tableb5.15 Anti-malarial drug taken by mothersduring pregnancy

Drug taken Freqg %
during pregnancy

Chloroquine 17 113
Fansdar 124  82.1
Others 10 6.7
Total 151 100.0

H.7.3. Place where mothersgo for the drugs

Mogt mothers said they obtained the drugs from Hedth center 11l 51.3%, and hedth
center IV 14%, while others went to private clinics 11.3%. Only 9% went to hospital. The

rest of the sources are shownin thetable.

Table5.16 Place wher e pregnant motherswent for anti-malarial drugs

Pace where pregnant mothers Frequency %
went for drugs

Treditiond birth Attendant 1 0.7
Hedlth center 111 77 51.3
Hedlth center IV 21 14.0
Hospital 14 9.3
Private dinic 17 11.3
Drug shop 7 4.7
Others 16 10.7
Totd 150 100.0

H.7.4. Number of timesthe mothers got the ant-malarial drugs
Mgority of the mothers said they got the drugs twice 65%, while 17% got the drugs only
once and 14% got them thrice. Thisis shown in the table below.
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Number of times mothers got anti-malarial drugs

Others
Once
. 4%
Thrice 17%

14%

Twice
OO

H.7.5. Time of pregnancy when the anti-malarial drugs were taken

The mothers that had had the anti-malariad drugs were asked the stage of pregnancy when
the drugs were taken. The mgjority mentioned at 4" month 64.4%, and 7" month 32.9%.
The others took the drugs at different stages as shown in the bar chart.

The time whem drugs were obtained

70.0 1

60.0 1

50.0

40.0

%
30.0 1

20.0 1

10.0 1

0.0 4
6th month 8th month others 3rdmonth  7th month 4 th month

H.7.6. Useof antenatal care facilities during pregnancy

The vidting of the antenatd care services was very high among the mothers 93% as
demondrated in the figure beow. This was as done during the last pregnancy tha the
mothers had where mothers visited the facilities.
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Viqring of antenatal care units

Did not Visit antenatal
care

Visited antenatal care

T u u u u T
0.0 20.0 40.0 60.0 80.0 100.0

%

The data dso further showed that there was a dsrong association between the mother
vigting the antenatd dinic and taking of anti-mdaid drugs during pregnancy
(X?=2256, DF =1, P =0.000). Among the mothers that visited the antenatal facilities
they dl took anti-maarid drugs during pregnancy, while those who never visted, 14%
never took the drugs. The effect is tha 100% of the pregnant mother taking the anti-
maarid drugs during pregnancy is influenced by her going to the antenatd facilities
(Gamma =1.00). This is shown by the fact that 100% of those who visited took the drugs,
and this may be due to the emphasis that staff put on the taking of the anti-mdarid drugs.

Effect of visiting antenatal facility on taking anti-malarial
drugs
100.0'/
80.0 /
60.04
% /
40.0'/
20.04
0.0 N
Did not take drugs Took the drugs
3 Visted 86.1 100.0
Did not visit 13.9 0.0

The most common place that mothers went for the antenatal care services were hedth
center 77%, and to some extent clinics 17%. Other places are indicated in the table
below.

Table5.17 Placethat mother swent for antenatal care services

No %
Drug shops owner/attendant 2 0.7
Saf indinic 49 17.1
Staff at hedth center 221 77.0
TBA 10 35
Community based heath worker 6 2.1
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Others 7 24
Total 287
[ HIV/AIDS

l.1. Knowledge of HIV/AIDS

Out of 304 mothers interviewed, only 1 said she has never heard of AIDS. Hence 99.6%

have ever heard of AIDS which isamost 100%.

[.1.1. How onecan tell that some one has AIDS

The main sgns that mothers said they look up to in order to know that some one has
HIV/AIDS are mainly loss of weight 68%, skin rash 47%, persstent fever 16%, diarrhea

16% and cough 30%. Other signs are as outline in the table below.

Table 6.1 Perceived waysthat one knowsthat someonehasAIDS

How one knows that some one has No|%
AIDS

Loss of weght 207| 68.3
Clinical tesing HIV postive 15 5
Congtant sickness 40, 13.2
Cough 91 30
Persgtent fever 48 15.8
Loss of appetite 4 1.3
Skin rash 142| 46.9
Diarhea 47] 155
Dehydration 3 1
Spots on the body 6 2
Hair loss 28 9.2
Itching of the body 7 23
Bails 38 125
Anemic 1 03
Skin ulcers 3 1
Red lips 6 2
Over desping 1 03
DK 24 7.9
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Herperzoster 11 3.6
If people gart saying it 3 1
Vomiting 1 03
Others 18 59
Total responses 303| 245.5

1.2 Per ceived ways of avoiding HIV/AIDS

Of the 304 mothers interviewed, 4 opted not to answer the question of whether they think
some one can avoid AIDS. However, of the 300 that answered, 93.3% said they think
some one can avoid AIDS, while 3% sad it is not possble to avoid it and 3.7% said they

do not know if one actudly avoid it.

Table 6.2 Attitude of whether one can or can not avoid HIV/AIDS

Can one avoid Freq %
AIDS

Yes 280 93.3

No 9 3.0

DK 11 3.7

Total 300 100.0

The how to avoid aids, mothers gave many ways through which this can be done as

shown in the table baow.

Many responses were given by mothers on possible ways of avoiding AIDS, but the most
common ones were abstaining from sex 84%. Use of condom 54% and limiting sex to

one partner 31%. The other ways are shown in the table.

Table 6.3 Perceived ways of how to avoid HIV/AIDS

How to avoid HIV/AIDS Count|Cases
Abstain from sex 240 84.2
Use condom 155 54.4
Limit sex to one partner/stay faithful to one partner 87 30.5
Limit the number of sexud partners 5 1.8
Avoid sex with prodtitutes 2 0.7
Avoid sex with a person who has many sexud 2 0.7
partners

Avoid blood transfusion 6 2.1
Avoid injection 26 9.1
Avoid kissng 4 1.4
Avoid sharing razor blades 40 14
Give hirth in hospita 1 0.4
Use own syringes and needles 3 1.1
Avoid drinking from the same cup 2 0.7
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Others 4 14
Goto TASO 1 04
DK 1 0.4
Total responses 285 203.2

1.3. Knowledge of ways of transfer of HIVV/AIDS virus from mother to child

Mothers were asked if they knew different ways through which the virus that causes
AIDS may be trandferred from the mother to the child during different stages and
responses are as shown in the table.

During pregnancy, 67% of the interviewed mothers said the child can get the virus from
the mother, while 23% said the child can not get the virus.

At the ddivery point, 83% of the interviewed mothers said it is possble for the child to
get AIDS from the mother while 10.6% said the child will remain safe.

During bresst feeding, however, a very high proportion expressed ignorance of the fact
that a virus can be tranderred to the child from the positive mother 20% and those who
sad no dso were high 23.8%, while just 56% said the child can get the virus during
breast feeding.

Table 6.4 Knowledge of ways of transfer of HIV/AIDSvirusfrom mother to child

Can aHIV/AIDS virus be transferred from the mother to child
during
Response Pregnancy Dédivery Breast feeding
Yes 66.9 83.2 56.1
No 23.2 10.6 23.8
DK 99 6.3 20.1
Total 302 303 303

|.4. Testing of HIV/AIDS services and practices

8% of the 304 mothers interviewed sad they have heard of testing for HIV/AIDS
sarvices, while 10.6% have not heard of them, while 0.3% just do not know. And most of
the mothers sad if they wanted to test for the HIV/AIDS they would just go to hospitals
55.8%, or VCT center 38.2%. Other places mentioned are indicated in the table.

Table 6.5 Place where mother sthink one can go for testing of HIV/AIDS
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Placewhereto test for | Frequency %
HIV/AIDS

Hospital 168, 55.8
Hedth dinic 19 6.3
VCT center 115 38.2
Others 22 7.3
DK 19 6.3
Total 301

When the mothers were asked to indicate if they have ever tested for the HIV/AIDS, two
mothers out of 304 never answered the question, and those who answered mgority have
never tested. Only 6% said they have ever tested for the HIV/AIDS.

Testing for HIV/AIDS practice

Ever tested
6%

Never tested
94%

Those who have ever tested, 94% of them had received counseling before getting tested,
and again 94% got the results. And of those who received the results, 87.5% got
counsdling after they had the results.

15.  Acceptability of peoplelivingwith HIV/AIDS

A number of issues were put before the mothers and they were used to access how people
living with HIV/AIDS are accepted in the community where they live. One of the issues
rased was a relative faling sck of HIV/AIDS and getting care from a relative. Mgority
of the mothers said they can look after them very well 89.4% and oly 10.2% said they can
not.

Ancther issue raised with the mother was of teachers that have AIDS but not sick,
whether they should be alowed to teach or not. Quite a good proportion of the mothers
said they should not be allowed to teach 55.1%. This could be attributed to a number of
issues like the defilement cases of pupils by teachers and this may put the mothers in a
tricky Stuation to comment other wise.
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Wha of the children playing with other children who have HIV/AIDS, mogt of the
mothers said no to that 56.4%.

Accaptability of people living with HIV/AIDS
90.0 -
80.0 V
70.0 1%
60.0 -/
50.0 1%
% |
40.0 i
30.0 1%
20.0 i
10.0 V
007 Al hild to pl
Care for relatives with Allow a teacher to 0:\;])/(:.1;10 ;1 :10 play
HIV Aids teach when has AIDS with chi'd who have
AIDS
O Yes 89.4 44.6 43.6
No 10.2 55.1 56.4
O DK 0.3 0.3 0.0

This means the socid acceptance of people living with HIV/AIDS have not yet been fully
accepted in the communities they Say in.

J. CARE SEEKING
J.1. Consaultations about health at household level

Mothers were asked if they do consult a household level about the hedth of her children,
and 82.8% sad they do have some one that they normaly consult, while 17.2% do not.
The person(s) whom mothers consult are normaly spouses 79.2%, relatives 23.6% and
others consult older gshlings. This indicates that the hedth issues of the child a
household level they are not only on the shoulders of the mother but the farther to.

Whom mothers consult in household on health of

801
701
60
501

90 401
301
201
10

Spouse Adult siblings Relative Others
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Other than household level, mothers do consult other people who are not those in the
household. And about 86% said they do consult other people other than the members of
the household about the hedlth of the children while 13.8% do not.

And the people that mothers normaly consult about the hedth of the children are
neighbors 59%, mother in-laws 37.3%, medical doctors 22%, community hedth workers
26%, TBA 23% and to some extent grand mothers 10%. The rest of the people consulted
by mothers are shown inthe table 7.1

Table 7.1 People that mothers consult outside home about health of their children

People that mothers consult outsde home | Frequency %
Mother in-law 98 37.3
Grandmother 27 10.3
Mother 24 9.1
Neighbor 155 58.9
Medical doctor 58 22.1
Community heslth worker 68 25.9
TBA 62 23.6
Traditiona hedler 3 1.1
Religious leader 2 0.8
Friends 16 6.1
Others 17 6.5
Total 263

J.3. Cases where mothersthink a sick child should be taken to health facility
right away.

A number of ingances were lised by mothers when they have to rash ther sick children
to heath facility draght way, and the most common as shown in the table were fever
71%, child becoming sicker 38%, when not able to breast feed or drink 20%. Others are
breathing fast 15%, drinking poorly 15%, and vomiting 12%.

Table 7.2 When the mother s said they would take the sick child straight to health facility

When the mothers said they would take the sick child straight to No %
hedth unit

Child not able to drink/breast feed 61 20.1
Child becomes sicker 114 37.5
Child develops fever 216 71.1
Child has fast breathing 45 14.8
Child has difficulty in bregthing 73 24
Child has blood in stool 19 6.3
Child is drinking poorly 45 14.8
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Vomiting 37 12.2
Diarrhea 19 6.3
Convulsons 20 6.6
DK 7 2.3
Pimples 2 0.7
Change of eyes like sunken eyes 4 1.3
Shivering 2 0.7
Cough 3 1
Crying 2 0.7
Ydlow urine 1 0.3
Kwashiorkor 1 0.3
Stff neck 1 0.3
Unconsciousness 1 0.3
Others 9 3
Injury 1 0.3
Total responses 304

J.4.  Actual health seeking by mothersfor children

Of the 304 mothers interviewed, 281 (92.3%) had ever taken their children to hedth
facility. It was important to know how many days that had to pass between the time the
mother knew that the child was sck and the actud taking of the child to the hedth unit.
The mgority of the mothers waited up to 1 day 36%, though others just took the child
draight away 18.9% while others waited up to two days 26.8%. In some instances
mothers waited up to 8 days and above as shown in the table. This however, must have
depended mainly on the severity of the sickness and how the mother viewed the child.

Table 7.3 Daysthat passed beforetaking the child to health unit after knowing that the child was sick

Days that passed before taking the child to No %
hedlth unit after knowing that the child was sick

The very day 53 18.9
One day 102 36.4
Two days 75 26.8
Three days 22 7.9
Four days 10 3.6
Seven days 15 5.4
Eight days 1 4
Fourteen days 1 A
Thirty days 1 4
Total 280 100.0
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The decision to take the sck child to hedth unit was made mainly by the mother 47% or
the father 43% and in some instances both 7%, though in some cases community

Who decides that the child be taken to health unit

Mother and fathefmmunity member
7% 3%

Mother
47%

Father
43%

members came in to take the child to hedth center 3%. This could have been in the
absence of the parents at home may be when the child became sick.

And eventudly, mother 90.4% mainly took the child to hedth unit. The cases where the
fathers took sick children to health unit were only reported by 2.1% of the women.

Table 7.4 Who took the child to health unit

Who took the child to hedth Freq %
unit

Mother 254 90.4
Father 6 2.1
Others 21 7.5
Tota 281] 100.0

When the children were taken to the headlth unit, only 42.9% of them were asked to be
taken back, the rest did not need a call back. And of those asked to be taken back, only
75% were actually taken back, the rest 24.4% just stayed home.

Table 7.5 Took back the child asrequired

Took back the child as Frequencyl Vdid Percent
required

Yes 90 75.6
No 29 24.4
Total 119 100.0

The main reasons given for not taking back the child to the hedth unit as required were
child becoming well before the gppointment time. In some ingtances, the mothersjust
waited to see a change

Table 7.6 Reasons why mothersdid not take children back.
|Reasons why mothers did not take children |[Freg [% |
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back.

Could not afford additiona costs 1 34
Child became well before referra was due 21 724
Waited to see any change 4 13.8
Was satisfied with treatment given 2l 6.9
Mother was sick 1 34
Total 29/100.0

2.7.4 Referral experiences and responses by mothersto such referrals

Other than taking the sick child back to the health worker, mothers were asked if the
hedlth workers referred them to other health units’hospitals. And 14.7% of the 34 mothers
that had taken the children sick to hedlth workers said they were referred to other hedlth
units. All of them were referred to a hospitd.

Table 7.7 Motherswith sick children being referred

\Were you ever No %
referred

Yes 5 14.7
No 29 85.3
Total 34 | 100.0

Of 5 mothers referred to the hospital with their children, 3 managed to go there (60%)
while the other two failed to go there. And the main reason given for failing to go there
was additional costs being an affordable.

2.7.5 Accessibility and evaluation of the health services

It was of big concern as to why some mothers may prefer other sources of trestment for
their sick children to the hedth fadility.

a) Congtraintsthat discourage mothers from taking sick children to common health
unit

The main deterrent, which was mentioned by mothers, was financid cogts involved
64.9%. Knowing that thisis a peasant community, any thing that involves money puts off
many people. It would be very dangerous if peoplefail to get accessto hedth facilities
due to costs.

The other issues raised by mothers were long distance 10.6%, and when the mother is her
sdf sck and yet the children are taken to these hedlth facilities by their mothers. This

may cdl for the sengtization of men to take persona responsbility when children fall

sck to see that they are taken to hedlth units and are given treatment.

Table 7.8 Why mothers may fail to take their sick children to the health unit

Why mothers may fall to take their Sck children to the Frequency

hedth unit

Financid costs 196| 64.9
Easy access to drugs outside hedth facility 9 30
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Quadlity of careisless than satisfactory 100 33
Digtance 32| 10.6
Time away from work 2 07
Time away from other children 7 23
competing needsin household 6 20
Lack of decison making capacity to take child to hedth 16| 5.3
unit

Nothing 82 27.2
Disease to be treated by herbs 2 07
Transport 100 3.3
Culturd bdiefs 3 1.0
When mother issick 15| 50
If not serioudy sick 1 03
Others 4 13
Tota 302

b). Distances moved by mothersto the common health unit

On the evaudtion of the bility, the study looked at the distances that mothers
move in order to reach the common hedth facility, and 61.7% were moving a distance of
lessthan 5 kms, while 30.4% move 5-10 kms and the rest 7.9% move for more than 10

Distances moved to get to the common health

£ H
raciity

Less than 5 kms 5-10 kms 10 km

kms. This may be along distance in a village setting where over 90% of the population
use foot as the main means of transport, given that oneistaking asick child that must be
taken gtraight away.
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2.5.6 Vigtation of communities by health workers

Visitations of co

mmunities by health workers

Not at all

Sometimes

Always

72.7

T
0.0

T
20.0

T T
40.0 60.0

%

1
80.0

The other area evaluated was the hedlth works and the community perception. Mothers
were asked if the health workers normaly vigt the communities that they serve. And the
mothers revedled very interesting results. 72.7% said these health workers have never
vigted the communities while 27% said they do visit sometimes while only 0.3% said
they dways vist the communities. If part of the role of the hedth workersisto vigt the

communities, then thisis an indication that they are not doing well on this aspect.

Attachment 1

Survey Clugters
Sub-county Parish Villages Cluge | Population samplesize
r No hhds hhds

Kayonza Kabasheshe Kabasheshe Center | 1 94 11
Kayonza Katooma Kyabukuju 2 47 6
Kayonza Kijubwe Shagasha 3 57 7
Kayonza Kyobwe Nyakigyera 4 59 7
Ihunga Butanda Butanga 5 55 7
Ihunga Butanda Kyenkuku 6 56 7
Ihunga Kagamba Kasyoro 1 7 57 7
Ihunga Kitondo Kyabugimbi 8 81 10
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Ihunga Nyakibigi Kiziko 9 70 8
Ihunga Rutunguru Rujumo 1 10 55 7
Bwongyera Iterero Nyakasharara 11 42 5
Bwongyera Kaomi Bwongyera 12 88 11
Bwongyera Kitojo Rwamarebe 13 38 5
Bwongyera Kyabashenyi | Rwenkuba 14 64 8
Bwongyera Kyaruhuga Kishariro 1 15 84 10
Bwongyera Rwanda Rutezo 16 43 5
Rugarama Kagongi Kagyeyo 1 17 59 7
Rugarama Kakanena Kakanena 1 18 80 10
Rugarama Kagongi Murambi 19 86 10
Rugarama Ngomba Rwentunda 11 20 55 7
Rugarama Nyakabungo | Ibare 21 95 11
Nyakyera Kiyoora Nyakasa 22 96 12
Nyakyera Ngoma Nyakanengo 23 84 10
Nyakyera Kibingo Kigarama 24 159 19
Ruhaama Kafunjo SofiaTown 25 199 24
Ruhaama Kishami Kyakashambara 26 245 29
Ruhaama Ruhaama Nyakagando 27 122 15
Itojo Buhanama Nyakabare 28 36 4
Itojo Itojo Kikunyu 29 78 9
Itojo Nyongozi Ishunga 30 113 14
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Attachment 2

List of Enumeratorsand Supervisors

Name

Position/place of work

1. Turyagira Shebah

HMIS Focal persornNtungamo Didtrict

2. Komwezi Agatha

E/N-Ntungamo H/U

3. Bombona Loy

Accounts Ass gtant- Rushenyi HSD

4.Asimwe Dorothy

E/M- Itojo Hospital

5. Bamwine Fred

Records Assstant- DDHS =Office

6. Leocardia Mugisha

R/N&M Patience Domiciliary Clinic-NtungamoTown/Council

7. Nabuloli Lesh

Hedth Assstant- Rubaare Sub-county

8. Bwendero Apallo

Reproductive hedth Coordinator-DDHS= Office

9.Akankwasa Johnson

Hedth Assstant-Ntungamo Town Council
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A. INTRODUCTION

This Memorandum of Understanding (MoU) made this day of ............ 2004, between the Didtrict of
Ntungamo acting by and through its Digtrict Chairperson and Chief Administrative Officer (hereinafter
referred to as“ District of Ntungamo™), which expression shdl where the context so admits include its
successor-in-office and assignee) and

Africare, aprivate, non-profit development assistance organi zation based in Washington, D.C. United Sates
of America, (hereinafter referred to as “ Africare’) and a Country Office in Kampaa and Fied Office in
Ntungamo.

Wher eas:

i The Uganda Ministry of Hedlth iswilling to assure the provison of aminimum package of public
hedlthand dlinicd servicesto dl itspopulation and IMCI isone of the components of the minimum
hedlth care package;

i The first phase of Africare’'s CIMCI Project has made excellent progress as indicated by the
findings of the midterm evduation and find evauation and this vital work needs to continue and
expand the impressive gains of the CIMCI Project and to consolidate results of the first phase;

iii The CIMCI - Plus project will extend Africare' s child surviva work from the eight sub-counties
dready served in the first phase, to the other seven sub-counties of: 1tojo, Ruhaama, Nyakyera,
Rugaraama, Bwongyera, Ihunga, and Kayonzain the didrict.

v The CIMCI - Plus Project will provide experience-based inputsto help build the support network
and to document and disseminate lessons learned, so that CIMCI istruly embedded in Uganda' s
nationa hedlth care programs and policies; and

Y Africare assstance under CIMCI Plus project is made possible by amgjor grant given to Africare

by the United States Agency for Internationd Development (USAID) and match funds from other
donors.

Therefore Africare and Ntungamo District agree asfollows:

B. PROJECT DESCRIPTION AND FRAME WORK
The god of CIMCI-Plusisto reduce morbidity and mortdity of children under five and improvethe hedth
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gtatus of women of reproductive age in the Ntungamo Didrict, by the end of 2008. To reach this god,
CIMCI-Plus has 4 generd objectives:

(1) Promote knowledge and behavior related to the prevention of childhood illnesses, a household and
community levels, (2) Improve home management of the sick child by promoting timely and gppropriate
care seeking a the household and community levels; (3) Improve accessibility of under-five children and
women of reproductive age to qudity health services and products, both at facility and community levels,
and (4) Strengthen nationd and district MoH capacity to replicate and sustain the community IMCI
approach.

CIMCI-Plus focuseson 5 interventions, and the estimated leve of effort for each interventionisasfollows:
mdaria(35%), immunization (25%), HIV/AIDS(15%), nutrition, micro-nutrientsand breast-feeding (15%)
and diarrhea (10%). Pneumonia case management is addressed as part of the holistic CIMCI approach.
Immunization and HIV/AIDS interventions have been incorporated in Phase |1 of the project as evolving
priorities to enhance accessibility and facility linkages.

C. IMPLEMENTATION STRATEGY

Consgtent with MOH drategiesand palicies, the CIMCI-Plusisafive-year effort, with activities|launched
indl new 7 sub-countiesin thefirst year. By end of year 4, it isexpected that dl sub-countieswill be self-
reliant and during year 5, locd partners will carry out most activities with minima support. CIMCI-Plus
will continue to support district planning, documentation, dissemination and nationd policy. The Srategy
ams to: (1) Build on lessons learned from Africare' s CIMCI Project phase one; (2) Utilize Uganda's
decentraized system that vests authority and resourcesin the digtricts; (3) Integrate with other district and
country child survivd initiatives, and (4) Consder the particular needs of target communities in planning
activities.

CIMCI-Plus will be sustained through partnering with Ntungamo District Hedlth Services, MOH, nationa
NGOs and networks, and through advocacy and documentation and dissemination. Ntungamo Didrict
shdl fully cooperate with Africare to help facilitate, arrange and mobilize the human, materiad and in-kind
support needed at the Didtrict, Sub-county and dl loca council levelsfor the successful implementation of
the CIMCI-Plus.

D. PROJECT DURATION
Contingent upon availability of funds, the project’s intended duration is from October 1,2003 through
September 30, 2008. No Africare financia support and services shal be provided and no goods or
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services shall be furnished or delivered past September 30, 2008 except with the written agreement of
Africare Headquarters in Washington, DC.

E. PROJECT STAFFING

Africare will maintain autonomous management structures at headquartersin Washington, D.C., Kampaa
and and Ntungamo fidld office. The line of supervison is Africare/Washington Regiond Director <
Africare/lUganda Country Representative = Child Surviva Program Coordinator.

The Office of Hedth and HIV/AIDSat Africare providestechnical oversght and supportsthe project staff
in Ntungamo.

During CIMCI phase one, the Project established strong organization, adminigtrative, financid and
managerid sysemstha will serve CIMCI-Plus. The Program Coordinator supervises dl field program
daff.  Africare/lUganda Country Office liaises with USAID/Uganda, centrd MoH, nationd and
internationd NGOs and agencies. The Country Office provides technicad assstance in organizationa
development of the nationa partners and provides adminigrative oversight.

In Ntungamo Didrict, key positions, affiliation and primary duties of staff participating intheimplementation
of CIMCI - Flusare: (1) Program Coordinator (Africare), who will lead and provide overall management
overdght for CIMCI Plus; (2) Behavior Change Communication /Training Officer(Africare), who will
organize and manage behavior change communication and training activities, (3) Research/ Monitoring &
Evduation Officer (Africare), who will develop and implement the monitoring and evauation community
system; carries out operations research studiesand tracks progressagainst CIMCI planned activities; (4)
FHed Officers (Africare) who will mobilize communities; facilitate community training, support outreach
activities and role of parish development committees and other community own resource persons .. The
afore mentioned program staff will work closdy with the Didrict hedth Team and hedth sub-digtrict
whose primary role will be to coordinate, supervise and monitor digtrict child surviva plans. In executing
their duties, they will involve community resource persons, community-based organizations , faith based
organizations and other women groups as contained in the detailed implementation plan

F.  SUPPORT TO PROJECT

Subject to the availability of funds from USAID, the overdl vaue of Africare support to the project is$
1,299,999 . Included in this amount are Africare expatriate and Ugandan staff salaries and benefits,
internationd and loca consultant fees, training activitiesand supervison in Ntungamo Didtrict, and resources
necessary to establish and maintain day to day operaionsof the project office. Thisamount includesfunding
for professona and adminigtrative backstopping and assistance, internationa travel and dlowancesfor the
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Africare Headquarters and country office steff.

The Ntungamo Digtrict and Ugandan Ministry of Hedlth’sI N-K I ND contribution isestimated at $433,333
and condsts of the value of staff sdaries, cogts to re-orient district saff towards the CIMCI strategy and
cods related to training and supervision.

G. PROJECT MANAGEMENT AND ADMINISTRATION

The Program Coordinator, a Ugandan, will oversee the Africare Ntungamo project activities. She will
ensure proper management and adminigtration of Africare provided funds, materids, equipment and
supplies in line with Africare grant agreements with donors and established Africare policies and
procedures.

The Program Coordinator will be responsible for ensuring that accurate and timely programmatic and
financid planning and reporting is submitted to Africare/\Washington.

The Africare /Uganda Country Representative will provide overal oversght for Africare in- country
support to the project including supervision of the project coordinator, liaising with USAID and the Ministry
of Hedlth and providing in-country support to the project. The MoH Nationa IMCI Coordinator will act
asthe MoH liaison for the project.

Onmattersrelating to technical and logistical coordination of IMCI activities, the Program Coordinator will
communicate and relate directly withgppropriate Ntungamo District Hedlth authoritiesand MoH officias.
The Program Coordinator will sharedl communicationswith the Africare Country Representative and defer
to the country Representative on matters related to Africare policies and procedures.

H. DISBURSEMENT OF PROJECT FUNDS

Africare/lUgandamain shilling and/or domiciliary accounts are maintained in Kampda. Signatories are the
Country Representative and/or Adminigrative Officer of Africare/lUganda. All fundsfor the project will be
transferred under authorization by Washington to the Africare/lUganda main account in Kampaa The
project will haveaproject checking account in Ntungamo which will be solely an Africare Project account.
Sgnatories to the account will include the Program Coordinator and the Africare Country Representative
or someone delegated by him/her.

Quarterly fund transfers to the project checking account will be established by Africare based upon

Africare sreview and acceptance of adetailed work plan and budget for Africare sfisca year (July -Jdune),
and updated project quarterly spending reports, work plans and budgets. The senior accountant based at
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the Country Office in Kampaa will monitor project accounts. The Program Coordinator and Africare
Ntungamo accountant shall maintain, a standard acceptable to Africare, proper accounting and
adminigtrative records, rece pts, procurement procedures, and financia reports.

Competitive quality and prices shal be sought for locally procured goods and services, to maximize the
benefitsthat can be obtained from use of project funds. Procurement procedures, their documentation, and
inventory controls and equipment supply records shall meet stlandards required by Africare and itsdonors.
Financid accounting, procurement and inventory records on goods and servicesfinanced by Africare shdll
be open for review by Africare and its representatives. All non disposable capital assets procured with
Africare funds shdl remain in the title of Africare until otherwise gpproved in writing by Africare
headquarters.

l. USE OF AFRICARE PROVIDED FUNDS, VEHICLES, ETC.

Use of Africare provided funds, vehicles, equipment and supplies shal be only for those purposes
authorized under donor grant agreements and Africare policies. Any question in this respect shdl be
directed to the Africare Country Representative.

At the completion of Africare’ sinvolvement with CIMCI Plusin Ntungamo Didtrict, ownership of vehicles
and equipment supplied under the project by Africare shal remain with or revert to Africare which shdl
under the circumstances and in consultation with donors deserve the right to designate the vehicles and
equipment for CIMCI Plus project activities in Ntungamo Didtrict or other uses for Africare Uganda.

J. CLAIMSFOR DAMAGES

Africare isresponsble naither for clamsnor damagesresulting from work undertaken by theDistrict and
its local suppliers, collaborators, entrepreneurs and workers under this MOU, nor for legd disputes
between the Didtrict Loca Government and those parties.

Likewise, the District L ocal Gover nment is respongble neither for dams nor damages resulting from
work undertaken by Africare, nor for lega disputesbetween Africareanditsloca suppliers, collaborators,
entrepreneurs and workers.

If an employeeof either party tothisagreement isaccidentdly injured, disabled or killedin the course
of higher employment, the party employing himvher shdl be solely responsiblein respect of any clamsthat
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may arise therefrom..

K. RESIDENT VISASAND PERMITS

Ugandan Minigtry of Hedth and Ntungamo Didrict authorities shall assst the work of Africare expatriate
personnel and consultantswho may berequired to travel from timeto time by facilitating the granting of visa
extendons or residence permits, and by facilitating such travel within Uganda necessary to perform their
assigned tasks.

L. CUSTOMS, DUTIES, TAX EXEMPTIONS

The Uganda minigtry of Hedth and Ntungamo Didtrict authorities shall assst the project by facilitating

effortsto:

. Exempt from all customs, duties and taxes for vehicles, equipment and supplies consigned to
Africare/lUgandain support of the project, aswell as those imported by Africare for the efficient
support of the project.

. Ensure the exemption of the expatriate project consultantsfrom al direct taxes and socid security
payments on sdaries and consulting feesreceived from Africare for servicesrendered in connection
with this project.

M. SAFETY AND CONDUCT OF AFRICARE EMPLOYEES

The District shdl do al in its power to ensure the security and safety of Africare personnel and project
property, and shdl reserve theright to request Africare, through the Country Representative, to recall any
of its employees whose conduct warrantsiit.

N. PROGRAMMATIC PLANNING, NARRATIVE REPORTING AND EVALUATION
The planning and reporting documents due from the Program Coordinator to Africare.

. Basdline survey report: January 15, 2004

. Detailed implementation plan; April 15, 2004

. Quarterly work-plans and budgets: 15 of the month preceding the end of a quarter

. Quarterly Reports : Every quarter beginning October 2003

. Annua Reports : Thefird is due September 15, 2004

The schedule st forth will promote sound planning and implementation of the project, enable appropriate

consultant support and backstopping by Africare, and alow Africare to meet requirements placed upon
it by itsdonors.

Memorandum of Under standing between Africare and Ntungamo District

7



Annex 4. Memorandum of Under standing

O. AMENDMENTSTO THISPROJECT AGREEMENT AND TERMINATION
Changes in terms of this Agreement shdl be only in the form of written and Sgned Amendments executed
prior to any substantial deviation from the presently set forth scope of work, terms of work performance
and budget. The agreement to such amendments shal be evidenced by signatures of the Didrict
Chairperson and the Africare Country Representative.

Either party to this agreement may terminate the agreement in part or in full by providing ninety (90) days
written advance notice to other Party.

Signed and agreed to thisdate

....................................... of April, 2004

For: Ntungamo Digtrict Government For:  Africare Uganda
Name: Mr. John W. Karazaarwe Dr. AbdallaB. Meftuh
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Title: Didrict Chairperson Country Representative

Name: Mr. Dan Butera Mr. John Musinguzi

Title: Secretary for Finance and Planning Acting Program Manager
Uganda Food Security Initiative

Name: Mr. Alex B. Byarugaba Mr. Robert Mwesigwa

Title: Chief Adminigrative Officer Program Coordinator

Name: Mrs. Grace Twinomugisha

Title: Secretary for Health and

Children's Welfare

Name: Dr. William Kalikwistya

Title: Director of Digtrict Hedlth Services

Preliminary Life of Program Work Plan,

Work Plan Activities Year 1 Year 2 Year 3 Year 4 Year 5

Quarters 1/2

34| v2 | 34| 12 [ 34| V2| 34| V2| I

Planning/Project start up activities

LThe work plan may be modified during the preparation of the detailed implementation plan. However, the
modification will not affect objectives and interventions of CIMCI Plus Project.
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Work Plan Activities Year 1 Year 2 Year 3 Year 4 Year 5
Quarters V2 | 34| v2 | 34| v2 | 34| v2 | 34| v2 | ¥
4
Update, develop and sign MOUs with district X
and national partners with emphasis on synergies
and integration

Hiring of additional staff, orientation and posting X
field staff in target sub-counties

Procurement of additional office equipment and X X
supplies

Program Mobilization and Planning Workshops X
with DHT (13 members), local authorities, district
and national partners

Conduct Baseline KPC survey, qualitative and X
facility assessments and disseminate results to
partners

Update inventory of |EC materials, assess X
community tools, adapt and translate training and
|EC materids

[dentify all community structures (PDC members X X
and CORPs), networks of informal and traditional
providers

Develop DIP with partners and submit to USAID X

IMPLEMENTATION PHASE

BCC Activities

Review, refine and adopt available BCC tools X X
including development of new BCC messages

Application of PRA, BEHAVE framework, and X X X X X X X X
positive deviance approach

Community participatory meetings, prioritization, X X X X X
mobilization and sensitization

Health education sessions to disseminate key X X X X X X X X
household messages

Memorandum of Under standing between Africare and Ntungamo District

10



Annex 4. Memorandum of Under standing

Work Plan Activities Year 1 Year 2 Year 3 Year 4 Year 5
Quarters 2 | 34 12 | 34| 12 | 34| v/2 | 3/4|) 1/2 | I
4
Household visits, data collection and |IEC X X X X X X X

materials distribution

Linking communities and promoting referral to X X X X X X X
health units and community resources (bed net
and condom outlets, chloroquine distributors,
PTCsand HIV/AIDS counselors

Training and orientation

Conduct training needs assessment X X

TOT program for 5 district trainerson CIMCI X

Train 21 sub-county trainers (3 per sub-county) X
on CIMCI

Train members of 40 PDCs (800) membersin X X X X X X
CIMCI

Train 120 health providers in phases based on X X X X X
type of provider on counseling for the 16 key
family practices.

Sensitize 50 drug shopkeepers and 70 traditional X X X X
heal ers using the negotiation approach

Train 50 chloroquine distributorsin case X X X
management with emphasis on CIMCI key
household behaviors

Train 7 sub-county Health Assistantsin CIMCI, X X
outreach and CHIS

Train 175 TBAS, 42 women groups and 142 drama X X X X X
groups on the 16 key family practices

Train 110 community-based HIV/AIDS peer- X X X X X X
counsel ors on appropriate messages and referrals

Train 70 water user committees on hygiene X X X X
behavior

Supervision and follow-up support for trained X X X X X X X X
and oriented staff and community structures
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Work Plan Activities

Year 1

Year 2

Year 3

Year 4

Year 5

Quarters

2 | 34| V2 | 3/4

12 | 3/4

2 | 34

v2 | 3

Capacity Building Activities

Adaptation and adoption of capacity building
tools (1SA and COPE)

Establishment of baseline capacity for local
partners

TOT training for 8 URCS and 6 DENIVA national
staff on the implementation of CIMCI

Revitalization of NGO IMCI Steering Committee
and promote NGO network linkage with the MOH

Scaling up CIMCI in thefirst three districts
outside Ntungamo through lead national NGOs

Project staff development through short
courses/seminars

M & E/Oper ations Resear ch/Documentation and dissemin

ation activities

Develop and adopt the community health
information system including data collection
tools, jointly with partners

X

Implementation of the CHIS with regular data
interpretation and dissemination

LQAS implementation to assess immunization
coverage

Mid term quantitative and qualitative
assessments including capacity building
followed by mid-term evaluation

Three OR studies conducted and disseminated

Documentation including quarterly newsletters
and dissemination of experiences and lessons
learned

Two annual conferencesjointly organized with
partners
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Work Plan Activities Year 1 Year 2 Year 3 Year 4 Year 5
Quarters V2 | 34| v2 | 34| v2 | 34| v2 | 34| v2 | ¥
4
Final quantitative and qualitative assessments X
including capacity building followed by Final

Evaluation

Management Activities

x
>
>
x
>
>
x

Quarterly planning and review meetings with X
DHT and sub-districts

Support visits from the Country Office X X X X X X X X X X
Monthly staff planning and management X X X X X X X X X X
meetings

Development and submission of quarterly and X X X X X X X X X X

annual reports

x
>
>
x
>
>
>
>
>

Headquarter technical backstopping for program X
activities

1 The work plan may be modified during the preparation of the detailed implementation plan. However, the
modification will not affect objectives and interventions of CIMCI Plus project.
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Mwesigwa Johns Robert

P.O. Box 129, Ntungamo Uganda. East Africa Tel: 256 485 24057 Mob: 256 77 701015
Email: mwesigwar@africaonline.co.ug, afrcimci @africaonline.co.ug

SUMMARY

Hedth planner and sociologist with 8 years of working experience in hedth planning,
project management and coordination, action research, monitoring and documentation.
Significant experience in child hedth, research (both in public and private hedth sectors)
and hedth decentrdization. A Ugandan nationad with &bility  to perform and work in
rud and complex communities, with andyticd and strong communication skills. Huent
in English, in addition to Runyankole/Rukiga mother tongue.

PROFESSIONAL EXPERIENCE

March 1, 2002 to date: Program Coordinator, Community-based Integrated
Management of Childhood Ilinesses Plus Project. Provide supervisory and technical
guidance to dl the fidd daff, coordinate with the minidgry of hedth in planning and
implementation of project activities, Oversee other five complementary and match
funded projects. 1) Water for Child Hedth, 2) HIV/AIDS Awareness and Prevention, 3)
HIV/AIDS Volunteer Service Corps, 4) Title 1l HIV/AIDS Initiative, and 5) Africare
WorldSpace HIV/AIDS Initiative. Coordinate activities of complementary projects
ensuring effective synergies. Provide dynamic and result oriented leadership to maximize
impact and vadue of money. Paticipate in desgning proposds of sufficent merit
particularly in areas of child surviva and HIV/AIDS (detailed job description attached).

December — January 2003/4. Paticipated in the Africare Rwanda Detalled Activity
Plan (DAP) desgn misson. Mgor responshility was to integrate HIV/AIDS in the food
Security program

August 2003 — December 2003: Played a key role in putting together a proposa for
community integrated management of naturd resources and HIV/AIDS in Ntungamo
Didtrict. It was funded for January 2004 through June 2006

November 2003 to date: Duly regigered member of the American Public Hedth
Asociation (APHA) in Cdifonia

September 17, 03: Actively participated in designing the HIV/AIDS indicators that are
pat of the results frame work of the misson’'s drategic objectives and mandatory
indicators as sated in USAID’s Expanded Response Guide to Core Indicators for
Monitoring and Reporting the Presdent's International (P) Mother to Child HIV
Prevention Initigtive

August 2003: In patnership with UPHOLD Uganda, initiated the vidt of the Misson
(Uganda) to Africare Ntungamo that culminated into putting together a CIMCI-Flus
nutrition complementary proposal. The proposa has been shaed with USAID
Washington for potentid funding up to the tune of US $ 300,000.

February-June, 2003; with guidance from CORE, played a pivotd role in putting
together the concept paper that attracted funding from CORE, for the Uganda NGO
Malariaand Childhood IlInesses Secretariat 2003/4.
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March — October, 2002: Played a key role on behdf of Africare to develop a concept
paper that brought Africare Uganda into a consortium of the other three NGOs to receive
funds from Glaxo SmithKline, UK funds are being used to implement a three year
(March 2003 — February 2006) Uganda Malaria Partnership UMPP Project.

May — December 2002: Played a key role as field Contact person in preparing and
writing the CIMCI-Plus extenson proposad obtained the highest score of ten proposals
under the extension category in 2003.

Project Coordinator, CIMCI Africare/Ntungamo, Southwestern Uganda (March
2002 to date)

Acting Project Coordinator, CIMCI Africare/Ntungamo, Southwestern Uganda
(November 2001)

As pat of CIMCI Project Dedign, a host nationa project staff was meant to take over
after two years from the expatriate Coordinator. With this objective | was mentored and
provided the opportunity to serve as Acting Project Coordinator. During the period,
provided technica support to technical and field project staff, planned and coordinated
the implementation of CIMCI activities including complementdly projects. As acting
coordinator, strengthened partnerships with the district, successfully planned organized
and hosted vigtors from John Hopkins Universty and deegates of vidtors from five
digricts of Uganda on a learning tour from the project. Got familiar with project
financid, management and adminidrative sysems incuding USAID funded child
aurvival program policies. The mentoring role that the Expatriate Coordinator provided
enabled me to eventualy assume the position of the Project Coordinator.

Action Research Officer, Africare Ntungamo, Southwestern Uganda (August 2000-
March 2002)

Provided a leading role in planning, organizing and conducting the CIMCI basdine and
midterm evaduation K.P.C participated in preparing and writing the Africare/Ntungamo
Digrict CIMCI revised detailed implementation plan (DIP). Planned, organized and
conducted the outpatient turn up assessment (OTA) study for CIMCI to quantify and
document increased turn up of patients at hedth facilities in target sub-counties, whose
result informed the project and the didtrict to redirect project implementation. Designed
the Africare/Ntungamo Digrict CIMCI quarterly newdetters and the Africare/Ntungamo
Digrict CIMCI monitoring plan process indicators. With support from the project saff,
plaoned and organized the inventory sudy for private hedth providers in Ntungamo
Didrict, whose results were used to design the training strategy of the project. The study
provided benchmarks for working with the informa hedth sector under CIMCI. Worked
with DENIVA to develop a directory of NGOSCBOs in Ntungamo Didrict. Including an
asessment of reationship between NGOS/CBOs and Ntungamo Didrict to foster
effective collaboration. The directory and the assessment reports are providing useful
information critica to CIMCI success through networking and information sharing.

Research Associate, Makerere Institute of Social Research (MISR), Makerere
University, Kampala, Uganda (Jan 1996-August July 2000)
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Developed and paticipated in research Proposas of sufficient scientific merit. 1)
“Determinants of Caretaker Behavior in the Management of ARI/Pneumonia “An
Exploratory Sudy of Mothers with Under-fives in Bushenyi District-Uganda” It informed
the IMCl community on the importance of behavior change a community leve to foster
prompt care-seeking, 2) “Who gets squeezed or Co-opted? The Integration of the private
Sector into the Government Health Care System in Uganda” whose results contributed to
the accderation of the integration of the private hedth providers into the hedth care
sysem to capture patients including seeking care from private sources, and 3) under the
auspices of the Internationd Hedth Policy Program (IHPP)-World Bank, Prepared and
wrote a technicd research and financid proposal entitted “Private And Public Delivery
Of Health Services In Rural Uganda” implemented in Mbarara Didrict of Uganda.
Results have been usad as one of the key reference materid in designing the frame work
for involving hedlth sector providers under the IMCI strategy MoH (Uganda).

PUBLICATIONS AND PRESENTATIONS

Africare Uganda (September, 2003): Paper presentation on: Application of Household

and Community IMCI in Ntungamo Digtrict Ntungamo Didtrict of Western Uganda.

Presented at American Public Health Association, San-Francisco

Mwesigwa (2002): paper presentaion on “Sgnificance of Data on Formulation of Child
Hedth care Strategies’ Presented at the second child hedth operationa research
conference, November 5-7, 2002, Kampala. Uganda. The conference was organized by
MoH, WHO, UNICEF, BASICS Il and Africare. Co-authored the Minigry of Hedth
Program and Abstract Book. Towards evidence based IMCI policy; Second Child Hedth
Operationa Research Conference November 5-7, 2002 Kampala, Uganda

Mwesigwa (et al): September 9-11, 2002 presented a paper on “Use of facility and
Community Data to Influence Strategy Formulation of the Child Survival Programin the
Ntungamo District of Uganda” It was presented at Data for Action workshop, Maryland,
Washington D.C.

Africare Ntungamo: Paper on “ Experiences and Lessons of Malaria Prevention and
Control Activities in the Context of IMCI” Circulated to participants on Nov 29, 2001 at
AMREF Internationd Training Facility, Nairobi Kenya (unpublished)

Mwesigwa (2001): Paper on “Experiences and Lessons on monitoring Community
Component of IMCI in Ntungamo District” Presented on May 25, 2001 Internationa
Conference Center, Kampala (unpublished)

Mwesigwa 2000: Characterigtics of Rurd Private Clinics in Mbarara Didrict, IHPP,
Washington D.C.

Mwesigwa (1998): Paper on “Health Sector reforms in Developing Countries
Challenges and way forward” Presented on August 24, 1998 at Metropolitan Universty,
United Kingdom

Mwesigwa (1995): Paper on “ The Position of Rural Private Clinics in the health care
Delivery system in Uganda” Presented to internationd agencies namely; Internaiond
Hedth Policy Program (IHPP) Washington D.C., ODA and World Hedth Organization a
the workshop held at Makerere Indtitute of Socia Research (MISR)



Annex 5: Resume of key staff Project Coordinator

RECENT PROFESSIONAL WORKSHOP ATTENDED

September 12, 2002. Attended a one day CORE workshop a Academy for Education and
Development (AED) Washington D.C. Contributed to the Strategic plan for the FY 3
September 13, 2002. Attended the USAID request for Application “RFA” workshop
Number M/OP03-002 FY-FY 2003 Child Survivad and Hedth Grants Program (CSHGP)
a Holiday Inn, Maryland D.C.

EDUCATION/TITLES

Maders Degree in Hedth Management, Planning and Policy (HMPP), Nuffidd Inditute
for Hedth, University of Leeds, United Kingdom 1998

Bachdor of Arts Degree in Socid Sciences (BA SS) with a bias in Sociology, Makerere
Universty, Kampala Uganda 1995

Certificate in Project Planing and Management (PPM), a Young Men Chrigian
Association (YMCA), Kampaa Uganda, 1994



Annex 6: CSHGP DATA FORM

FIELD CONTACT INFORMATION:

First Name: Abddla
Last Name: Meftuh
Address: P.O Box 7655, Kampala, Uganda

Plot 28, Nakasero Road

City: Kampala

State/Province:

Zip/Postal Code:

Country Uganda

Telephone: 256-41-230266, 256-41-348605

Fax: 256-41-348604

E-mail: abmeftuh@africaonline.co.ug, Africare@africaonline.co.ug

Project Web Site: www.africare.org

PROJECT INFORMATION:

Project Description

Ntungamo's needs ae great and growing. High infant and
child mortdity of 98 and 176/1,000 live births respectively
characterize child hedth in the proposed extenson area. This
is dtributed to high prevdence of madaria diarhea,
manutrition, and to a lesser degree, pneumonia. Immunization
rales have recently falen dramaticdly with only 38% of
children 12-23 months fully veccinated and only 18% of
pregnant women covered for Tetanus Toxoid. HIV/AIDS
prevdence is edimated higher than the nationd figure of
6.1%, and maternd mortdity is estimated at 505/100,000 live
births. The CIMCI-Plus Project extends Africares child
aurvivd work from the 8 sub-counties already served in the
first phase, to the other 7 sub-counties of the digtrict.

AhilArAn
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Project ‘CIMCI-Plus will reach 82,091 new beneficiaries comprised of 39,180

Description:




will indirectly benefit an estimated 104,476. CIMCI-Pus will spread the
impact of the CIMCI methodology far beyond Ntungamo. CIMCI-Pus
will provide experience-based inputs to help build the support network
and to document and disseminate lessons learned, so that CIMCI is truly
embedded in Uganda's national hedth care programs and policies. With
its partner, Ntungamo Didlrict Hedth Services, Africare seeks to further
impact child hedth in the Ntungamo and beyond. The god of CIMCI-
Plus is to reduce morbidity and mortdity of children under five and
improve the hedth satus of women of reproductive age in the Ntungamo
digtrict, by the end of 2008. To reach this goa, CIMCI-Plus has 4 generd
objectives 1. To promote knowledge and behavior relaed to the
prevention of childhood illnesses, & household and community levels, 2.
To improve home management of the sick child by promoting timey and
gppropriate care seeking a the household and community levels, 3. To
improve accessibility of under-five children and women of reproductive
age to qudity hedth services and products, both a facility and
community levels and 4. To drengthen nationd and districc MOH
capacity to replicate and sustain the community IMCI gpproach.

Partners:

Ntungamo Didrict Hedth sarvices is the key implementing partner.
Others includee MOH for policy frame work and advocacy; WHO and
UNICEF for technicd guidance; URCS co-implementer, AIM program,
AIC and TASO co-implementers and provide technicd support in the
HIV/AIDS intervention areas, UFSI 1I, ADRA and Kyera farm project
for provison of technicd asigance in the Nutrition intervention;
UWESO for identification and training of orphan care givers Makerere
Universty for data management and documentation; CBOs for sustaining
CIMCI activities in the Sub-county; and MACIS will be a fora for
dissemination of CIMCI-Plus project’ s experiences and lessons.

Project
L ocation:

Ntungamo Didtrict is located in South Western Uganda bordering Kabale
and Rukungiri Didricts in the Wes, Bushenyi in the North, Mbarara in
the East and Republic of Rwanda in the South (see map in atachment.)
The Digtrict was created in 1993 by adminigrative re-organization of two
digricts of Bushenyi and Mbarara Being newly created, it lacks the
infrastructure of well-established didricts. In 2001 the sub-county of
Itojo, previoudy part of Mbarara, was added to Ntungamo. With a tota
area of 1,930 sguare kilometers, Ntungamo is composed of three counties
of Kgara, Rushenyi and Ruhaama. These are sub-divided into 15 sub-
counties conssing of 86 parishes and 879 villages. The population of
Ntungamo is 386,816 of whom 99% are rural according to the 2002
population and housing census.

GRANT FUNDING INFORMATION:




USAID Funding:(US $) $1,299,999 PVO match:(US$) $383,880

TARGET BENEFICIARIES:

Type Number |
Infants (0-11 months): 12,028 |
12-23 month old children: 12,028 \
24-59 month old children: 15,124 |
0-59 month old children: 39,180 \
Women 15-49: 42,911 |

BENEFICIARY RESIDENCE:

Urban/Peri-Urban % Rural %

1% 99%

GENERAL STRATEGIES PLANNED:

Private Sector Involvement

Strengthen Decentralized Hedlth System
Information System Technologies
Information System Technologies

M&E ASSESSMENT STRATEGIES:

KPC Survey

Organizationa Capacity Assessment with Loca Partners

Organizationa Capacity Assessment for our own PVO

Participatory Rapid Appraisa

Participatory Learning in Action

Lot Quaity Assurance Sampling

Community-based Monitoring Techniques

Participatory Evauation Techniques (for mid-term or find evauation) KPC Survey

BEHAVIOR CHANGE & COMMUNICATION (BCC) STRATEGIES:

Interpersona Communication
Peer Communication
Support Groups

Positive deviant gpproach
Behave framework



CAPACITY BUILDING TARGETS PLANNED:

Non- .
PVO Govt OthgreCFt’(r)lrvaIe Govt Community
Partners
USHQ (CSunit) (None Private Digt. Hedth Hedth CBOs
CSProject TeamUS | Selected) Providers System Other CBOs
HQ (CSunit) Hedth Fecility CHWs
CS Project Team US, Staff Hedlth
HQ (CSunit) CBOs
CSProject Team

INTERVENTIONS:

Immunizations 25 %

** IMCI Integration

** CHW Training

** HF Training

*** Classic 6 Vaccines

**% \itamin A

*** New Vaccines

Control of Diarrheal Diseases 10 %

** IMCI Integration

** CHW Training

** HF Training

*** Water/Sanitation

*** Hand Washing

*** ORS/Home Fluids

*** Feeding/Breastfeeding

*** Care Seeking

Malaria 35 %

** CHW Training

** HF Training

*** Care Seeking, Recog., Compliance

HIV/AIDS 15 %

** CHW Training

** HF Training

*** Behavior Change Strategy




*** Access/Use of Condoms

Nutrition/MicronutrientsVitamin A (Combined) 15 %

** IMCI Integration

** CHW Training

** HF Training

*** Gardens

*** Comp. Feed. from 6 mos.

**+ Hearth

*** Cont. BF up to 24 mos.

*** |ron Folate in Pregnancy




Indicator!

Numerator

Denominator

Estimated
Per centage

Confidence
line

1. Percentage of children age 0-23
months who are underweight (-2 SD
from the median weight-for-age,
according to the WHO/NCHS
reference population)

0.0

0.0

2. Percentage of children age 0-23
months who were born at least 24

months after the previous surviving
child

0.0

0.0

3. Percentage of children age 0-23
months whose births were attended by
skilled hedth personne

0.0

0.0

4. Percentage of mothers of children
age 0-23 months who received at least
two tetanus toxoid injections before
the birth of their youngest child

200

304

65.8

0.11

5. Percentage of infants age 0-5
months who were exclusvely
breastfed in the last 24 hours

a7

61

77

0.21

6. Percentage of infants age 6-9
months receiving breast milk and
complementary foods

31

35

88.6

021

7. Percentage of children age 12-23
months who are fully vaccinated
(agand the five vaccine-preventable
diseases) before the first birthday

118

120

98.3

0.13

8. Percentage of children age 12-23
months who received ameades
vaccine

27

36

75.0

0.13

9. Percentage of children age 0-23
months who dept under an
insecticide-treated bed net the
previous night (in maaria-risk areas
only)

88

304

28.9

0.06

10. Percentage of mothers who know
a least two Sgns of childhood illness
that indicate the need for treatment

260

304

85.5

0.06

11. Percentage of sick children age O-
23 months who received increased

238

304

78.3

0.12

! Baseline datawas not collected for indicators 1, 2, and 3 because they are not part of the CIMCI Project’s

intervention areas.



Indicator!

Numer ator

Denominator

Egimated
Per centage

Confidence
line

fluids and continued feeding during an
illness in the past two weeks

12. Percentage of mothers of children
age 0-23 months who cite at least two
known ways of reducing the risk of
HIV infection

240

285

0.10

13. Percentage of mothers of children
age 0-23 months who wash their
hands with soap/ash before food
preparation, before feeding children,
after defecation, and after attending to
a child who has defecated

76

304

25.0

0.44




